ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR PERMIT

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
This Section must be completed for all projects.

Facility/Project Identification

Facility Name: Ortholllinois Surgery Center Elgin, LLC

Street Address: 2440 Alft Lane

City and Zip Code: Elgin, 60124

County: Kane Health Service Area: HSAS8 Health Planning Area: A-11

Applicant(s) [Provide for each applicant (refer to Part 1130.220)]

Exact Legal Name: Ortholllinois Surgery Center Elgin, LLC

Street Address: 324 Roxbury Road

City and Zip Code: Rockford, IL 61107

Name of Registered Agent: Jan H. Ohlander

Registered Agent Street Address: 2902 McFarland Road Suite 400

Registered Agent City and Zip Code: Rockford, IL 61107

Name of Chief Executive Officer: Anthony Brown

CEO Street Address: 324 Roxbury Road

CEO City and Zip Code: Rockford, IL 61107

CEO Telephone Number: (779) 800-2550

Type of Ownership of Applicants

] Non-profit Corporation Ol Partnership
] For-profit Corporation ] Governmental
= Limited Liability Company ] Sole Proprietorship ] Other

o Corporations and limited liability companies must provide an lllinois certificate of good
standing.

o Partnerships must provide the name of the state in which they are organized and the name and
address of each partner specifying whether each is a general or limited partner.

APPEND DOCUMENTATION AS ATTACHMENT 1 IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

Primary Contact [Person to receive ALL correspondence or inquiries]

Name: Anthony Brown

Title: Chief Executive Officer

Company Name: Ortholllinois Surgery Center Elgin, LLC

Address: 324 Roxbury Road, Rockford, IL 61107

Telephone Number: (779) 800-2550

E-mail Address: Anthony.Brown@orthoillinois.com

Additional Contact [Person who is also authorized to discuss the application for permit]

Name: Juan Morado Jr. and Mark J. Silberman

Title: Partner

Company Name: Benesch, Friedlander, Coplan & Aronoff, LLP

Address: 71 South Wacker Drive, 16" Floor, Chicago IL 60606

Telephone Number:312-212-4949

E-mail Address: jmorado@beneschlaw.com; msilberman@beneschlaw.com

Fax Number: 312-767-9192
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Post Permit Contact
[Person to receive all correspondence after permit issuance-THIS PERSON MUST BE EMPLOYED BY
THE LICENSED HEALTH CARE FACILITY AS DEFINED AT 20 ILCS 3960]

Name: Anthony Brown

Title: Chief Executive Officer

Company Name: Ortholllinois Surgery Center Elgin, LLC

Address: 324 Roxbury Road, Rockford, IL 61107

Telephone Number: (779) 800-2550

E-mail Address: Anthony.Brown@orthoillinois.com

Site Ownership
[Provide this information for each applicable site]

Exact Legal Name of Site Owner: ELGIN ACS REAL ESTATE VENTURES LLC

Address of Site Owner: 324 Roxbury Road., Rockford, IL 61107

Street Address or Legal Description of the Site:
Proof of ownership or control of the site is to be provided as Attachment 2. Examples of proof of ownership
are property tax statements, tax assessor’s documentation, deed, notarized statement of the corporation

attesting to ownership, an option to lease, a letter of intent to lease, or a lease.

APPEND DOCUMENTATION AS ATTACHMENT 2, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

Operating Identity/Licensee
[Provide this information for each applicable facility and insert after this page.]

Exact Legal Name: Ortholllinois Surgery Center Elgin, LLC

Address: 2440 Alft Lane, Elgin IL, 60124

] Non-profit Corporation ] Partnership
] For-profit Corporation ] Governmental
X Limited Liability Company ] Sole Proprietorship ] Other

o Corporations and limited liability companies must provide an lllinois Certificate of Good Standing.

o Partnerships must provide the name of the state in which organized and the name and address of
each partner specifying whether each is a general or limited partner.

o Persons with 5 percent or greater interest in the licensee must be identified with the % of
ownership.

APPEND DOCUMENTATION AS ATTACHMENT 3, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

Organizational Relationships

Provide (for each applicant) an organizational chart containing the name and relationship of any person or
entity who is related (as defined in Part 1130.140). If the related person or entity is participating in the
development or funding of the project, describe the interest and the amount and type of any financial
contribution.

APPEND DOCUMENTATION AS ATTACHMENT 4, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.
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Flood Plain Requirements
[Refer to application instructions.]

Provide documentation that the project complies with the requirements of Illinois Executive Order #2006-5
pertaining to construction activities in special flood hazard areas. As part of the flood plain requirements,
please provide a map of the proposed project location showing any identified floodplain areas. Floodplain
maps can be printed at www.FEMA.gov or www.illinoisfloodmaps.orqg. This map must be in a
readable format. In addition, please provide a statement attesting that the project complies with the
requirements of lllinois Executive Order #2006-5 (http://www.hfsrb.illinois.gov). NOTE: A
SPECIAL FLOOD HAZARD AREA AND 500-YEAR FLOODPLAIN DETERMINATION
FORM has been added at the conclusion of this Application for Permit that must be

completed to deem a project complete.

APPEND DOCUMENTATION AS ATTACHMENT 5, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

Historic Resources Preservation Act Requirements
[Refer to application instructions.]

Provide documentation regarding compliance with the requirements of the Historic Resources
Preservation Act.

APPEND DOCUMENTATION AS ATTACHMENT 6, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

DESCRIPTION OF PROJECT

1. Project Classification
[Check those applicable - refer to Part 1110.20 and Part 1120.20(b)]

Part 1110 Classification :

O Substantive

X Non-substantive
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2. Narrative Description

In the space below, provide a brief narrative description of the project. Explain WHAT is to be done in
State Board defined terms, NOT WHY it is being done. If the project site does NOT have a street
address, include a legal description of the site. Include the rationale regarding the project's classification
as substantive or non-substantive.

Ortholllinois Surgery Center Elgin, LLC is proposing to add 2 operating rooms consisting of 9,951
gross square feet to the existing ASTC located at 2440 Alft Lane, Elgin, IL 60124.

This project is classified as non-substantive, in that it does not involve the establishment of any
category of services. However, it requires an expenditure in excess of the capital expenditure threshold,
thus making it reviewable by the HFSRB. Following project completion, the ASTC will contain 6 operating
rooms.
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Project Costs and Sources of Funds

Complete the following table listing all costs (refer to Part 1120.110) associated with the project. When a

project or any component of a project is to be accomplished by lease, donation, gift, or other means, the
fair market or dollar value (refer to Part 1130.140) of the component must be included in the estimated
project cost. If the project contains non-reviewable components that are not related to the provision of
health care, complete the second column of the table below. Note, the use and sources of funds must be

equal.

Project Costs and Sources of Funds

USE OF FUNDS CLINICAL NONCLINICAL TOTAL

Preplanning Costs $13,566 $11,434 $25,000
Site Survey and Soil Investigation $39,275 $33,100 $72,375
Site Preparation $105,000 $295,000 $400,000
Off Site Work - - -
New Construction Contracts $2,750,458 $2,528,154 $5,278,612
Modernization Contracts - - -
Contingencies $275,000 $275,000 $550,000
Architectural/Engineering Fees $260,000 $220,000 $480,000
Consulting and Other Fees $488,393 $411,607 $900,000
&%"S?:’Jﬁtgnoégﬁtrrfgg;pme”t (notin $1,212,537 $300,000 $1,512,537
Bond Issuance Expense (project related) - - -
[\:)er(t)jlgctjrr?;tzzg)ense During Construction $341,875 $288,125 $630,000
Eztig"nﬁreknett Value of Leased Space or $2,805,933 $2,364,777 $5,170,710
Other Costs to Be Capitalized $379,862 $320,138 $700,000
Acquisition of Building or Other Property ) ) )
(excluding land)
TOTAL USES OF FUNDS $8,671,899 $7,047,335 $15,719,234

SOURCE OF FUNDS CLINICAL NONCLINICAL TOTAL
Cash and Securities - - -
Pledges - - -
Gifts and Bequests - - -
Bond Issues (project related) - - -
Mortgages $5,865,966 $4,682,558 $10,548,524
Leases (fair market value) $2,805,933 $2,364,777 $5,170,710
Governmental Appropriations - - -
Grants - - -
Other Funds and Sources - - -
TOTAL SOURCES OF FUNDS $8,671,899 $7,047,335 $15,719,234

NOTE: ITEMIZATION OF EACH LINE ITEM MUST BE PROVIDED AT ATTACHMENT 7, IN NUMERIC SEQUENTIAL ORDER

AFTER THE LAST PAGE OF THE APPLICATION FORM.
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Related Project Costs
Provide the following information, as applicable, with respect to any land related to the project that
will be or has been acquired during the last two calendar years:

Land acquisition is related to project []Yes X No
Purchase Price:  NOT APPLICABLE
Fair Market Value: NOT APPLICABLE

The project involves the establishment of a new facility or a new category of service

[] Yes X No

If yes, provide the dollar amount of all non-capitalized operating start-up costs (including
operating deficits) through the first full fiscal year when the project achieves or exceeds the target
utilization specified in Part 1100.

Estimated start-up costs and operating deficit costis NOT APPLICABLE

Project Status and Completion Schedules

For facilities in which prior permits have been issued please provide the permit numbers.

Indicate the stage of the project’s architectural drawings:
[] None or not applicable [ ] Preliminary
X] Schematics [ ] Final Working

Anticipated project completion date (refer to Part 1130.140): July 1, 2028

Indicate the following with respect to project expenditures or to financial commitments (refer to
Part 1130.140):

[] Purchase orders, leases or contracts pertaining to the project have been executed.
[ ] Financial commitment is contingent upon permit issuance. Provide a copy of the
contingent “certification of financial commitment” document, highlighting any language
related to CON Contingencies

X] Financial Commitment will occur after permit issuance.

APPEND DOCUMENTATION AS ATTACHMENT 8, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

State Agency Submittals [Section 1130.620(c)]

Are the following submittals up to date as applicable?
[[] Cancer Registry NOT APPLICABLE
[ ] APORS NOT APPLICABLE
X] All formal document requests such as IDPH Questionnaires and Annual Bed Reports
been submitted
X All reports regarding outstanding permits
Failure to be up to date with these requirements will result in the application for
permit being deemed incomplete.
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Cost Space Requirements

Provide in the following format, the Departmental Gross Square Feet (DGSF) or the Building Gross
Square Feet (BGSF) and cost. The type of gross square footage either DGSF or BGSF must be
identified. The sum of the department costs MUST equal the total estimated project costs. Indicate if any
space is being reallocated for a different purpose. Include outside wall measurements plus the
departments or area’s portion of the surrounding circulation space. Explain the use of any vacated
space.

Not Reviewable Space [i.e., non-clinical]: means an area for the benefit of the patients, visitors, staff, or employees of a health
care facility and not directly related to the diagnosis, treatment, or rehabilitation of persons receiving services from the health care
facility. "Non-clinical service areas" include, but are not limited to, chapels; gift shops; newsstands; computer systems; tunnels,
walkways, and elevators; telephone systems; projects to comply with life safety codes; educational facilities; student housing;
patient, employee, staff, and visitor dining areas; administration and volunteer offices; modernization of structural components (such
as roof replacement and masonry work); boiler repair or replacement; vehicle maintenance and storage facilities; parking facilities;
mechanical systems for heating, ventilation, and air conditioning; loading docks; and repair or replacement of carpeting, tile, wall
coverings, window coverings or treatments, or furniture. Solely for the purpose of this definition, "non-clinical service area" does not
include health and fitness centers. [20 ILCS 3960/3]

Amount of Proposed Total Gross Square
Gross Square Feet Feet That Is:
Dept. / Area Cost Existing | Proposed cNew Modernized | Asls Vacated
onst. Space

REVIEWABLE
ASTC $8,728,362 - 5,400 5,400 - - -
Total Clinical $8,728,362 - 5.400 5.400 - - -
NON-
REVIEWABLE
Administrative $6,990,872 - 4,551 4,551 - - -
Total Non-clinical | $6,990,872 - - - -
TOTAL $15,719,234 - 9,551 9,551 - - -

APPEND DOCUMENTATION AS ATTACHMENT 9, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.
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Facility Bed Capacity and Utilization

Complete the following chart, as applicable. Complete a separate chart for each facility that is a part of
the project and insert the chart after this page. Provide the existing bed capacity and utilization data for
the latest Calendar Year for which data is available. Include observation days in the patient day
Any bed capacity discrepancy from the Inventory will result in the
application being deemed incomplete.

totals for each bed service.

Elgin, LLC

FACILITY NAME: Ortholllinois Surgery Center

CITY: Elgin

REPORTING PERIOD DATES:

From: January 2024

to: December 2024

Category of Service Authorized | Admissions | Patient Days Bed Proposed
Beds Changes Beds
Medical/Surgical
Obstetrics
Pediatrics
Intensive Care
Comprehensive Physical
Rehabilitation
Acute/Chronic Mental lliness
Neonatal Intensive Care
General Long-Term Care
Specialized Long-Term Care
Long Term Acute Care
4 Class C 1,103 1,103 - 2 Class C
Other (ASTC) Operating Patients Procedures Operating
Rooms Rooms
4 Class C 1,103 1,103 - 2 Class C
TOTALS: Operating Patients Procedures Operating
Rooms Rooms
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The Application must be signed by the authorzed representatives of the applicant entity. Authorized
representatives are:

o in the case of & corparation, any twa of its afficars or mambears of its Board of Directors.

o inthe case of a limited liability company, any twao of its managers or members [or the sole
manager ar member when two or more managers or members do not axist).

o inthe case of a parinership, two of its general pariners (or the soke general parimer, whean two
or more general partners do not exist),

o Inthe case of estates and frusts, two of iis beneficlaries (or the sole beneficiary when two ar
miore beneficiaries do not exist); and

& inthe case of a sole proprietor, the individual that is the propriator.

This Application is filed on the behalf of Ortholllinois Surgery Center Elgin, LLC in accordance
with the requirements and proceduras of the lllinois Health Facilities Planning Act. The
undersigned certifies that he or she has the authority to execute and file this Application on
behalf of the applicant entity. The undersigned further certifies that the data and information
provided herein, and appended hereto, are complete and correct to the best of his or her
knowledge and belief. The undersigned also certifies that the fee required for this application is
sent herawith or will be paid upon request.

SIGNATURE ("__./"' SIG RE

Tom Stanley, M.D. Anthony Brown

PRINTED MAME PRINTED NAME

ember Chief Executive Officar

PRIMTED TITLE PRINTED TITLE

Maotarizafion: Matarization:

Sub and to before me EIJBE and bafore me
"""‘3}.}’?

this 7T day of _ ¢ Jealu
5 ag.rn;_J

Lo

o OFFICIAL SEAL
; f‘—.i. _ MARY LYNN REINEN
1 ..,L i B Nore llisols
I "'\. M E?Fn‘;?snsrl'l; m ﬂEEII]'.!'Bd.
Erirgs
“"" May 14, 2027
GPFICIAL

b WARY LYMM ﬁEﬁHEH
8 Notary Pubdio, State of lllinolg
Commission Ho. 980764
My Commission Expires
MBI'I 14, 2027

Page 9



SECTION lll. BACKGROUND, PURPOSE OF THE PROJECT, AND ALTERNATIVES -
INFORMATION REQUIREMENTS

This Section is applicable to all projects except those that are solely for discontinuation with no project
costs.

1110.110(a) — Background of the Applicant

READ THE REVIEW CRITERION and provide the following required information:

BACKGROUND OF APPLICANT

1. Alisting of all health care facilities owned or operated by the applicant, including licensing, and certification if
applicable.

2. Alisting of all health care facilities currently owned and/or operated in lllinois, by any corporate officers or
directors, LLC members, partners, or owners of at least 5% of the proposed health care facility.

3. For the following questions, please provide information for each applicant, including corporate officers or
directors, LLC members, partners, and owners of at least 5% of the proposed facility. A health care facility
is considered owned or operated by every person or entity that owns, directly or indirectly, an ownership
interest.

a. A certified listing of any adverse action taken against any facility owned and/or operated by the
applicant, directly or indirectly, during the three years prior to the filing of the application.

b. A certified listing of each applicant, identifying those individuals that have been cited, arrested,
taken into custody, charged with, indicted, convicted, or tried for, or pled guilty to the commission of
any felony or misdemeanor or violation of the law, except for minor parking violations; or the
subject of any juvenile delinquency or youthful offender proceeding. Unless expunged, provide
details about the conviction, and submit any police or court records regarding any matters
disclosed.

c. A certified and detailed listing of each applicant or person charged with fraudulent conduct or any
act involving moral turpitude.

d. A certified listing of each applicant with one or more unsatisfied judgements against him or her.

e. A certified and detailed listing of each applicant who is in default in the performance or discharge of
any duty or obligation imposed by a judgment, decree, order or directive of any court or
governmental agency.

4. Authorization permitting HFSRB and DPH access to any documents necessary to verify the information
submitted, including, but not limited to official records of DPH or other State agencies; the licensing or
certification records of other states, when applicable; and the records of nationally recognized accreditation
organizations. Failure to provide such authorization shall constitute an abandonment or withdrawal
of the application without any further action by HFSRB.

5. If, during a given calendar year, an applicant submits more than one application for permit, the
documentation provided with the prior applications may be utilized to fulfill the information requirements of
this criterion. In such instances, the applicant shall attest that the information was previously provided, cite
the project number of the prior application, and certify that no changes have occurred regarding the
information that has been previously provided. The applicant can submit amendments to previously
submitted information, as needed, to update and/or clarify data.

APPEND DOCUMENTATION AS ATTACHMENT 11, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST
PAGE OF THE APPLICATION FORM. EACH ITEM (1-4) MUST BE IDENTIFIED IN ATTACHMENT 11.

Page 10




Criterion 1110.110(b) & (d)

PURPOSE OF PROJECT

1. Document that the project will provide health services that improve the health care or well-being of the
market area population to be served.

2. Define the planning area or market area, or other relevant area, per the applicant’s definition.

3. Identify the existing problems or issues that need to be addressed as applicable and appropriate for the
project.

4. Cite the sources of the documentation.

5. Detail how the project will address or improve the previously referenced issues, as well as the population’s
health status and well-being.

6. Provide goals with quantified and measurable objectives, with specific timeframes that relate to achieving
the stated goals as appropriate.

For projects involving modernization, describe the conditions being upgraded, if any. For facility projects, include
statements of the age and condition of the project site, as well as regulatory citations, if any. For equipment being
replaced, include repair and maintenance records.

NOTE: Information regarding the “Purpose of the Project” will be included in the State Board Staff Report.

APPEND DOCUMENTATION AS ATTACHMENT 12, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST
PAGE OF THE APPLICATION FORM. EACH ITEM (1-6) MUST BE IDENTIFIED IN ATTACHMENT 12.

ALTERNATIVES
1) Identify ALL the alternatives to the proposed project:
Alternative options must include:
A) Proposing a project of greater or lesser scope and cost.

B) Pursuing a joint venture or similar arrangement with one or more providers or
entities to meet all or a portion of the project's intended purposes; developing
alternative settings to meet all or a portion of the project's intended purposes.

C) Utilizing other health care resources that are available to serve all or a portion of
the population proposed to be served by the project; and

D) Provide the reasons why the chosen alternative was selected.

2) Documentation shall consist of a comparison of the project to alternative options. The
comparison shall address issues of total costs, patient access, quality, and financial benefits in
both the short-term (within one to three years after project completion) and long-term. This may
vary by project or situation. FOR EVERY ALTERNATIVE IDENTIFIED, THE TOTAL PROJECT
COST AND THE REASONS WHY THE ALTERNATIVE WAS REJECTED MUST BE
PROVIDED.

3) The applicant shall provide empirical evidence, including quantified outcome data that verifies
improved quality of care, as available.

APPEND DOCUMENTATION AS ATTACHMENT 13, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST
PAGE OF THE APPLICATION FORM.
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SECTION IV. PROJECT SCOPE, UTILIZATION, AND UNFINISHED/SHELL SPACE

Criterion 1110.120 - Project Scope, Utilization, and Unfinished/Shell Space
READ THE REVIEW CRITERION and provide the following information:

SIZE OF PROJECT:
1. Document that the amount of physical space proposed for the proposed project is necessary and not
excessive. This must be a narrative and it shall include the basis used for determining the space and
the methodology applied.

2. If the gross square footage exceeds the BGSF/DGSF standards in Appendix B, justify the discrepancy by
documenting one of the following:

a. Additional space is needed due to the scope of services provided, justified by clinical or operational
needs, as supported by published data or studies and certified by the facility’s Medical Director.

b. The existing facility’s physical configuration has constraints or impediments and requires an
architectural design that delineates the constraints or impediments.

c. The project involves the conversion of existing space that results in excess square footage.

d. Additional space is mandated by governmental or certification agency requirements that were not in
existence when Appendix B standards were adopted.

Provide a narrative for any discrepancies from the State Standard. A table must be provided in the
following format with Attachment 14.

SIZE OF PROJECT
DEPARTMENT/SERVICE PROPOSED STATE DIFFERENCE MET
BGSF/DGSF STANDARD STANDARD?
ASTC 5,400 5,400 GSF 0 YES

APPEND DOCUMENTATION AS ATTACHMENT 14, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

PROJECT SERVICES UTILIZATION:

This criterion is applicable only to projects or portions of projects that involve services, functions, or equipment
for which HFSRB has established utilization standards or occupancy targets in 77 lll. Adm. Code 1100.

Document that in the second year of operation, the annual utilization of the service or equipment shall meet or exceed the
utilization standards specified in 1110.Appendix B. A narrative of the rationale that supports the projections must be
provided.

A table must be provided in the following format with Attachment 15.

UTILIZATION
DEPT./ HISTORICAL PROJECTED STATE MEET
SERVICE UTILIZATION UTILIZATION STANDARD STANDARD?
(PATIENT DAYS)
(TREATMENTS)
ETC.
YEAR 1 ASTC (2 799 Procedures 1,566 Hours > 1,500 Hours Yes
Operating Room)
YEAR 2 ASTC (2 992 Procedures 1,944 Hours > 1,500 Hours Yes
Operating Room)

APPEND DOCUMENTATION AS ATTACHMENT 15, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.
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UNFINISHED OR SHELL SPACE:
Provide the following information:
1. Total gross square footage (GSF) of the proposed shell space.

2. The anticipated use of the shell space, specifying the proposed GSF to be allocated to each
department, area, or function.

3. Evidence that the shell space is being constructed due to:
a. Requirements of governmental or certification agencies; or
b. Experienced increases in the historical occupancy or utilization of those areas proposed
to occupy the shell space.

4. Provide:
a. Historical utilization for the area for the latest five-year period for which data is available;
and
b. Based upon the average annual percentage increase for that period, projections of future
utilization of the area through the anticipated date when the shell space will be placed
into operation.

APPEND DOCUMENTATION AS ATTACHMENT 16, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

ASSURANCES:
Submit the following:
1. Verification that the applicant will submit to HFSRB a CON application to develop and utilize the
shell space, regardless of the capital thresholds in effect at the time or the categories of service

involved.

2. The estimated date by which the subsequent CON application (to develop and utilize the subject
shell space) will be submitted; and

3. The anticipated date when the shell space will be completed and placed into operation.

APPEND DOCUMENTATION AS ATTACHMENT 17, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.
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SECTION VI. SERVICE SPECIFIC REVIEW CRITERIA

This Section is applicable to all projects proposing the establishment, expansion, or
modernization of categories of service that are subject to CON review, as provided in the lllinois
Health Facilities Planning Act [20 ILCS 3960]. It is comprised of information requirements for each

category of service, as well as charts for each service, indicating the review criteria that must be
addressed for each action (establishment, expansion, and modernization). After identifying the
applicable review criteria for each category of service involved, read the criteria, and provide the
required information APPLICABLE TO THE CRITERIA THAT MUST BE ADDRESSED:

G. Non-Hospital Based Ambulatory Surgery

Applicants proposing to establish, expand and/or modernize the Non-Hospital Based Ambulatory
Surgery category of service must submit the following information.

ASTC Service

Cardiovascular

Colon and Rectal Surgery
Dermatology

General Dentistry
General Surgery
Gastroenterology
Neurological Surgery
Nuclear Medicine
Obstetrics/Gynecology
Ophthalmology
Oral/Maxillofacial Surgery
Orthopedic Surgery
Otolaryngology

Pain Management
Physical Medicine and Rehabilitation
Plastic Surgery

Podiatric Surgery
Radiology

Thoracic Surgery

[] Urology

[ ] Other

OOXMDOOXROXOODOOQOOHOQLOE /e

3. READ the applicable review criteria outlined below and submit the required
documentation for the criteria:

APPLICABLE REVIEW CRITERIA Establish New Expand Existing
ASTC or Service | Service
1110.235(c)(2)(B) — Service to GSA Residents X X
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1110.235(c)(3) — Service Demand — Establishment of an ASTC or X
Additional ASTC Service
1110.235(c)(4) — Service Demand — Expansion of Existing ASTC Service X
1110.235(c)(5) — Treatment Room Need Assessment X X
1110.235(c)(6) — Service Accessibility X
1110.235(c)(7)(A) — Unnecessary Duplication/Maldistribution X
1110.235(c)(7)(B) — Maldistribution X
1110.235(c)(7)(C) — Impact to Area Providers X
1110.235(c)(8) — Staffing X X
1110.235(c)(9) — Charge Commitment X X
1110.235(c)(10) — Assurances X X

APPEND DOCUMENTATION AS ATTACHMENT 25, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE
OF THE APPLICATION FORM.
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The following Sections DO NOT need to be addressed by the applicants or co-applicants responsible for
funding or guaranteeing the funding of the project if the applicant has a bond rating of A- or better from
Fitch's or Standard and Poor's rating agencies, or A3 or better from Moody's (the rating shall be affirmed
within the latest 18-month period prior to the submittal of the application):

e Section 1120.120 Availability of Funds — Review Criteria
e Section 1120.130 Financial Viability - Review Criteria
e Section 1120.140 Economic Feasibility — Review Criteria, subsection (a)

VIl. 1120.120 - AVAILABILITY OF FUNDS

The applicant shall document those financial resources shall be available and be equal to or exceed the estimated
total project cost plus any related project costs by providing evidence of sufficient financial resources from the
following sources, as applicable [Indicate the dollar amount to be provided from the following sources]:

a) Cash and Securities — statements (e.g., audited financial statements, letters
from financial institutions, board resolutions) as to:

1) the amount of cash and securities available for the project,
including the identification of any security, its value and
availability of such funds; and

2) interest to be earned on depreciation account funds or to be
earned on any asset from the date of applicant's submission
through project completion.

b) Pledges - for anticipated pledges, a summary of the anticipated pledges
showing anticipated receipts and discounted value, estimated timetable of
gross receipts and related fundraising expenses, and a discussion of past
fundraising experience.

c) Gifts and Bequests — verification of the dollar amount, identification of any
conditions of use, and the estimated timetable of receipts.

$15,719,234 | d) Debt - a statement of the estimated terms and conditions (including the debt
time, variable or permanent interest rates over the debt time, and the
anticipated repayment schedule) for any interim and for the permanent
financing proposed to fund the project, including:

1) For general obligation bonds, proof of passage of the required
referendum or evidence that the governmental unit has the
authority to issue the bonds and evidence of the dollar amount
of the issue, including any discounting anticipated.

2) For revenue bonds, proof of the feasibility of securing the
specified amount and interest rate.

3) For mortgages, a letter from the prospective lender attesting to
the expectation of making the loan in the amount and time
indicated, including the anticipated interest rate and any
conditions associated with the mortgage, such as, but not
limited to, adjustable interest rates, balloon payments, etc.

4) For any lease, a copy of the lease, including all the terms and
conditions, including any purchase options, any capital
improvements to the property and provision of capital
equipment.

5) For any option to lease, a copy of the option, including all
terms and conditions.
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e) Governmental Appropriations — a copy of the appropriation Act or ordinance
accompanied by a statement of funding availability from an official of the governmental
unit. If funds are to be made available from subsequent fiscal years, a copy of a
resolution or other action of the governmental unit attesting to this intent.

f) Grants — a letter from the granting agency as to the availability of funds in
terms of the amount and time of receipt.

g) All Other Funds and Sources - verification of the amount and type of any other
funds that will be used for the project.

$15,719,234

TOTAL FUNDS AVAILABLE

APPEND DOCUMENTATION AS ATTACHMENT 34, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.
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SECTION ViIil. 1120.130 - FINANCIAL VIABILITY

All the applicants and co-applicants shall be identified, specifying their roles in the project funding, or
guaranteeing the funding (sole responsibility or shared) and percentage of participation in that funding.

Financial Viability Waiver

The applicant is not required to submit financial viability ratios if:

1. “A” Bond rating or better

2. All the project’s capital expenditures are completely funded through internal sources

3. The applicant’s current debt financing or projected debt financing is insured or anticipated to be
insured by MBIA (Municipal Bond Insurance Association Inc.) or equivalent

4

The applicant provides a third-party surety bond or performance bond letter of credit from an A
rated guarantor.

See Section 1120.130 Financial Waiver for information to be provided

APPEND DOCUMENTATION AS ATTACHMENT 35, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.

The applicant or co-applicant that is responsible for funding or guaranteeing funding of the project shall
provide viability ratios for the latest three years for which audited financial statements are available
and for the first full fiscal year at target utilization, but no more than two years following project
completion. When the applicant's facility does not have facility specific financial statements and the
facility is a member of a health care system that has combined or consolidated financial statements, the
system's viability ratios shall be provided. If the health care system includes one or more hospitals, the
system's viability ratios shall be evaluated for conformance with the applicable hospital standards.

Historical Projected
3 Years

Enter Historical and/or Projected
Years:

Current Ratio

Net Margin Percentage

Percent Debt to Total Capitalization

Projected Debt Service Coverage

Days Cash on Hand

Cushion Ratio

Provide the methodology and worksheets utilized in determining the ratios detailing the
calculation and applicable line item amounts from the financial statements. Complete a
separate table for each co-applicant and provide worksheets for each.

Variance

Applicants not in compliance with any of the viability ratios shall document that another
organization, public or private, shall assume the legal responsibility to meet the debt
obligations should the applicant default.

APPEND DOCUMENTATION AS ATTACHMENT 36, IN NUMERICAL ORDER AFTER THE LAST PAGE OF THE APPLICATION
FORM.
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SECTION IX. 1120.140 - ECONOMIC FEASIBILITY

This section is applicable to all projects subject to Part 1120.

A. Reasonableness of Financing Arrangements

B.

The applicant shall document the reasonableness of financing arrangements by
submitting a notarized statement signed by an authorized representative that attests to
one of the following:

1)

2)

That the total estimated project costs and related costs will be funded in total with
cash and equivalents, including investment securities, unrestricted funds,
received pledge receipts and funded depreciation; or

That the total estimated project costs and related costs will be funded in total or
in part by borrowing because:

A) A portion or all the cash and equivalents must be retained in the balance
sheet asset accounts to maintain a current ratio of at least 2.0 times for
hospitals and 1.5 times for all other facilities; or

B) Borrowing is less costly than the liquidation of existing investments, and
the existing investments being retained may be converted to cash or
used to retire debt within a 60-day period.

Conditions of Debt Financing

This criterion is applicable only to projects that involve debt financing. The applicant shall
document that the conditions of debt financing are reasonable by submitting a notarized
statement signed by an authorized representative that attests to the following, as
applicable:

1)

2)

3)

That the selected form of debt financing for the project will be at the lowest net
cost available.

That the selected form of debt financing will not be at the lowest net cost
available but is more advantageous due to such terms as prepayment privileges,
no required mortgage, access to additional indebtedness, term (years), financing
costs and other factors.

That the project involves (in total or in part) the leasing of equipment or facilities
and that the expenses incurred with leasing a facility or equipment are less costly
than constructing a new facility or purchasing new equipment.

C. Reasonableness of Project and Related Costs

Read the criterion and provide the following:

1.

Identify each department or area impacted by the proposed project and provide a cost
and square footage allocation for new construction and/or modernization using the
following format (insert after this page).

Page 19




COST AND GROSS SQUARE FEET BY DEPARTMENT OR SERVICE

A B C D E F G H

Department Total Cost

(List below) | Cost/Square Foot Gross Sq. Ft. Gross Sq. Ft. Const. $ Mod. $ (G+H)

New Mod. New Circ.* | Mod. Circ.” (AxC) (BxE)
ASTC $509.34 - 5,400 - - - $2,750,458 - $2,750,458
Contingency $50.92 - - - - - $275,000 - $275,000
TOTALS $560.26 - 5,400 - - - $3,025,458 - $3,025,458
* Include the percentage (%) of space for circulation

D. Projected Operating Costs

The applicant shall provide the projected direct annual operating costs (in current dollars per
equivalent patient day or unit of service) for the first full fiscal year at target utilization but no

more than two years following project completion. Direct cost means the fully allocated costs of
salaries, benefits and supplies for the service.

E. Total Effect of the Project on Capital Costs

The applicant shall provide the total projected annual capital costs (in current dollars per

equivalent patient day) for the first full fiscal year at target utilization but no more than two years
following project completion.

APPEND DOCUMENTATION AS ATTACHMENT 37, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE

APPLICATION FORM.

Page 20




SECTION X. SAFETY NET IMPACT STATEMENT — NOT APPLICABLE

SAFETY NET IMPACT STATEMENT that describes all the following must be submitted for ALL SUBSTANTIVE
PROJECTS AND PROJECTS TO DISCONTINUE HEALTH CARE FACILITIES [20 ILCS 3960/5.4]:

1. The project's material impact, if any, on essential safety net services in the community, including the
impact on racial and health care disparities in the community, to the extent that it is feasible for an
applicant to have such knowledge.

2. The project's impact on the ability of another provider or health care system to cross-subsidize safety
net services, if reasonably known to the applicant.

3. How the discontinuation of a facility or service might impact the remaining safety net providers in each
community, if reasonably known by the applicant.

Safety Net Impact Statements shall also include all the following:

1. For the 3 fiscal years prior to the application, a certification describing the amount of charity care
provided by the applicant. The amount calculated by hospital applicants shall be in accordance with the
reporting requirements for charity care reporting in the lllinois Community Benefits Act. Non-hospital
applicants shall report charity care, at cost, in accordance with an appropriate methodology specified by
the Board.

2. For the 3 fiscal years prior to the application, a certification of the amount of care provided to Medicaid
patients. Hospital and non-hospital applicants shall provide Medicaid information in a manner consistent
with the information reported each year to the lllinois Department of Public Health regarding "Inpatients
and Outpatients Served by Payor Source" and "Inpatient and Outpatient Net Revenue by Payor Source"
as required by the Board under Section 13 of this Act and published in the Annual Hospital Profile.

3. Any information the applicant believes is directly relevant to safety net services, including information
regarding teaching, research, and any other service.

A table in the following format must be provided as part of Attachment 37.

Safety Net Information per PA 96-0031
CHARITY CARE
Charity (# of patients) Year Year Year
Inpatient
QOutpatient
Total
Charity (cost in dollars)
Inpatient
Outpatient
Total
MEDICAID
Medicaid (# of patients) Year Year Year
Inpatient
Outpatient
Total
Medicaid (revenue)
Inpatient
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Outpatient

Total
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SECTION X. CHARITY CARE INFORMATION

Charity Care information MUST be furnished for ALL projects [1120.20(c)].

1. All applicants and co-applicants shall indicate the amount of charity care for the latest three
audited fiscal years, the cost of charity care and the ratio of that charity care cost to net patient
revenue.

2. If the applicant owns or operates one or more facilities, the reporting shall be for each individual

facility located in Illinois. If charity care costs are reported on a consolidated basis, the applicant
shall provide documentation as to the cost of charity care; the ratio of that charity care to the net
patient revenue for the consolidated financial statement; the allocation of charity care costs; and
the ratio of charity care cost to net patient revenue for the facility under review.

3. If the applicant is not an existing facility, it shall submit the facility's projected patient mix by payer
source, anticipated charity care expense and projected ratio of charity care to net patient revenue
by the end of its second year of operation.

Charity care” means care provided by a health care facility for which the provider does not expect
to receive payment from the patient or a third-party payer (20 ILCS 3960/3). Charity Care must be
provided at cost.

A table in the following format must be provided for all facilities as part of Attachment 39.

CHARITY CARE
2022 2023 2024
Net Patient Revenue - - $9,057,408
Amount of Charity Care (charges) - - $6,224
Cost of Charity Care - - -

APPEND DOCUMENTATION AS ATTACHMENT 39, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
APPLICATION FORM.
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SECTION XI -SPECIAL FLOOD HAZARD AREA AND 500-YEAR FLOODPLAIN DETERMINATION FORM

In accordance with Executive Order 2006-5 (EO 5), the Health Facilities & Services Review Board (HFSRB) must
determine if the site of the CRITICAL FACILITY, as defined in EO 5, is in a mapped floodplain (Special Flood Hazard
Area) or a 500-year floodplain. All state agencies are required to ensure that before a permit, grant or a development is
planned or promoted, the proposed project meets the requirements of the Executive Order, including compliance with
the National Flood Insurance Program (NFIP) and state floodplain regulation.

1. Applicant: Ortholllinois Surgery Center Elgin, LLC 324 Roxbury Road
(Name) (Address)
Rockford lllinois 61107 815-484-6915
(City) (State) (ZIP Code) (Telephone Number)
2. Project Location: 2440 Alft Lane Elgin, IL 60124
(Address) (City) (State)
Kane Dundee
(County) (Township) (Section)

3. You can create a small map of your site showing the FEMA floodplain mapping using the FEMA Map Service
Center website (https://msc.fema.gov/portal/home) by entering the address for the property in the Search bar. If
a map, like that shown on page 2 is shown, select the Go to NFHL Viewer tab above the map. You can print a

=,
copy of the floodplain map by selecting the icon in the top corner of the page. Select the pin tool icon ¢
and place a pin on your site. Print a FIRMETTE size image.

If there is no digital floodplain map available select the View/Print FIRM icon above the aerial photo. You will
then need to use the Zoom tools provided to locate the property on the map and use the Make a FIRMette tool
to create a pdf of the floodplain map.

IS THE PROJECT SITE LOCATED IN A SPECIAL FLOOD HAZARD AREA: Yes___ No X

IS THE PROJECT SITE LOCATED IN THE 500-YEAR FLOOD PLAIN? No

If you are unable to determine if the site is in the mapped floodplain or 500-year floodplain, contact the county or the
local community building or planning department for assistance.
If the determination is being made by a local official, please complete the following:

FIRM Panel Number: Effective Date:
Name of Official: Title:
Business/Agency: Address:
(City) (State) (ZIP Code) (Telephone Number)
Signature: Date:

NOTE: This finding only means that the property in question is or is not in a Special Flood Hazard Area or a 500-year
floodplain as designated on the map noted above. It does not constitute a guarantee that the property will or will not be
flooded or be subject to local drainage problems.

If you need additional help, contact the lllinois Statewide Floodplain Program at 217/782-4428


https://msc.fema.gov/portal/home

After paginating the entire completed application indicate, in the chart below, the page numbers for the
included attachments:

INDEX OF ATTACHMENTS
ATTACHMENT
NO. PAGES
1 Applicant Identification including Certificate of Good Standing 26
Site Ownership 27-28
3 Persons with 5 percent or greater interest in the licensee must be identified 29-30
with the % of ownership.
4 Organizational Relationships (Organizational Chart) Certificate of Good 31
Standing Etc.
5 Flood Plain Requirements 32-33
6 Historic Preservation Act Requirements 34-39
7 Project and Sources of Funds Iltemization 40-44
8 Financial Commitment Document if required 45
9 Cost Space Requirements 46
11 Background of the Applicant 47-54
12 Purpose of the Project 55-88
13 Alternatives to the Project 89-90
14 Size of the Project 9
15 Project Service Utilization 92-93
16 Unfinished or Shell Space 94
17 Assurances for Unfinished/Shell Space 95
24 Non-Hospital Based Ambulatory Surgery 96-117
33 Availability of Funds 118-123
36 Economic Feasibility 124-126
37 Safety Net Impact Statement 127
38 Charity Care Information 128
39 Flood Plain Information 129-130
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Attachment 1
Certificate of Good Standing Ortholllinois Surgery Center Elgin, LLC

File Number 0872271-4

To all to whom these Presents Shall Come, Greeting:

I, Alexi Giannoulias, Secretary of State of the State of Illinois, do
hereby certify that I am the keeper of the records of the

Department of Business Services. I certify that

ORTHOILLINOIS SURGERY CENTER ELGIN, LLC, HAVING ORGANIZED IN THE STATE
OF ILLINOIS ON MAY 27, 2020, APPEARS TO HAVE COMPLIED WITH ALL PROVISIONS
OF THE LIMITED LIABILITY COMPANY ACT OF THIS STATE, AND AS OF THIS DATE IS
IN GOOD STANDING AS A DOMESTIC LIMITED LIABILITY COMPANY IN THE STATE OF
ILLINOIS.

InTestimony Whereof, 1 hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 4TH

day of JULY A.D. 2026

e
TG, o =
Authentication # 2618500574 verifiable until 07/04/2027 AM ﬁ'l e

Authenticate at: hups:/fwww ilsos.gov
SECRETARY OF STATE

ATTACHMENT 1
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Attachment 2
Site Ownership

The current owner of the building is Elgin ACS Real Estate Ventures LLC. A copy of their property
tax bill is enclosed as evidence of control over the site. The underlying lease between the licensee and
the property owner will be amended if this project is approved. The amendment would call for the licensee
to pay $48.55 per gross square foot in year one with a 1.5% escalator over a 10-year period.

ATTACHMENT 2
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Attachment 2
Site Ownership

To view current assessment information, use the Tax Year dropdown to select the current year.

Parcel Number Site Address Owner Name & Address
03-31-277-070 2440 ALFT LN ELGIN ACS REAL ESTATE VENTURES LLC
ELGIN, IL 60124 324 ROXBURY RD
Tax Year

ROCKFORD, IL 61107-5090
2025 {Payable 2026) w

Sale Status
MNone
Property Class Tax Code Tax Status
0060 - Commercial Duozo - Taxable
Net Taxable Value Tax Rate Total Tax l ] l l
3,331,146 7.487023 $240,403 84
Township Acres Mailing Address
DUMDEE 0.0000 ELGIN ACS REAL ESTATE VENTURES LLC

324 ROXBURY RD
ROCKFORD, IL 61107-5080

Legal Dascription (not for use in deeds or other transactional documents)
CLAYMART SUB LT 2 (EX PT DESC IN DOC 2023K039117 FOR RD ROW)

Installment Date Due  Tax Billed Penalty Billed CostBilled Drainage Billed Total Billed Amount Paid Date Paid Total Unpaid

1 06/01/2026 = §124,701.82 50.00 $0.00 50.00 | $124,701.82 | $124,701.82 @ 6/1/2026 $0.00

2 09/01/2026 = §124,701.82 50.00 $0.00 50.00  $124,701.92 $0.00 $124,701.92

Total $249,403.84 $0.00 $0.00 $0.00 5249,403.84 $124,701.92 $124,701.92
Tax Year Total Billed Total Paid Amount Unpaid

2025 $249.403.84 $124,701.92 $124,701.92

2024 $244 744 48 5244 744 48 $0.00

Mimecast for Outlook

ATTACHMENT 2
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Attachment 3
Operating Entity/Licensee

Ortholllinois Surgery Center Elgin, LLC, is licensed by the lllinois Department of Public Health
and is certified with the Centers for Medicare and Medicaid Services. Attached as evidence of the owner
entity’s good standing is a Certificate of Good Standing issued by the lllinois Secretary of State

ATTACHMENT 3
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Attachment 3
Operating Entity
Certificate of Good Standing — Ortholllinois Surgery Center Elgin, LLC

File Number 0872271-4

T

To all to whom these Presents Shall Come, Greeting:

I, Alexi Giannoulias, Secretary of State of the State of Illinois, do
hereby certify that I am the keeper of the records of the

Department of Business Services. I certify that

ORTHOILLINOIS SURGERY CENTER ELGIN, LLC, HAVING ORGANIZED IN THE STATE
OF ILLINOIS ON MAY 27, 2020, APPEARS TO HAVE COMPLIED WITH ALL PROVISIONS
OF THE LIMITED LIABILITY COMPANY ACT OF THIS STATE, AND AS OF THIS DATE IS
IN GOOD STANDING AS A DOMESTIC LIMITED LIABILITY COMPANY IN THE STATE OF
ILLINOIS.

InTestimony Whereof, 1 hereto set

my hand and cause to be affixed the Great Seal of
the State of Illinois, this 4TH

day of JULY A.D. 2026

iy L .
e -
Authentication # 2618500574 verifiable until 07/04/2027 }4&4&: ﬁ‘. &

Authenticate at: hitps:/fwww.ilsos.gov
SECRETARY OF STATE

ATTACHMENT 3
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Attachment 4
Organizational Chart

Ortholllinois Surgery Center

Elgin, LL.C

Member Ownership (Each Member: 3.85%)

Brian Bear, MD Frank Bohnenkamp, MD John Bottros, MD
3.85% 3.85% 3.85%
Kevin Carlile, MD John Daniels, MD Jeffrey Earhart, MD
3.85% 3.85% 3.85%
Scott Ferry, MD Brian Foster, MD Zach Goldstein, MD
3.85% 3.85% 3.85%
Michael Harvey, MD Rolando Izquierdo, MD Jeffrey Kazaglis, MD
3.85% 3.85% 3.85%
Kenneth Korcek, MD Cort Lawton, MD Anthony Logli, MD
3.85% 3.85% 3.85%
Mark Oyer, MD Shawn Palmer, DO Jeremy Pflederer, MD
3.85% 3.85% 3.85%
Mike Roh, MD Edric Schwartz, MD Chris Sliva, MD
3.85% 3.85% 3.85%
Tom Stanley, MD Scott Trenhaile, MD Geoffrey Van Thiel, MD
3.85% 3.85% 3.85%
Jon Whitehurst, MD Marc Zussman, MD
3.85% 3.85%
ATTACHMENT 4
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Attachment 5
Flood Plain Requirements

Ortholllinois

wvision of OrthoMidwest

July 29, 2026

John P. Kniery

Board Administrator

lllinais Health Facilities and Services Review Board
525 W Jefferson Street, Floor 2

Springfield, IL 62761

Re:  Ortholllinois Surgery Center Elgin - Flood Plain Requirements
Dear Mr. Kniery:

As representative of Ortholllinois Surgery Center Elgin, LLC, |, Anthony Brown,, affirm that our
proposed site complies with lllinois Executive Order #2005-5, The site located at 2440 Alft Ln, Elgin,
lllinois, 60124 is not located in a flood plain, as evidence please find enclosed a map from the Federal

Emergency Management Agency ("FEMA®).

| hereby certify this is true and is based upon my personal knowledge under penalty of perjury and in

accordance with 735 ILCS 5/1-109.

Sincerely,

Anthdny Brown
Chief Executive Officer
QOrtholllinois

CLIMIC LOCATIOMS

ATTACHMENT 5
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Attachment 5
Flood Plain Requirements
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Attachment 6

Historic Preservation Requirements
September 28, 2026

VIA USPS

Jeffery Kruchten

Chief Archaeologist

Illinois Department of Natural Resources
Attn: State Historic Preservation Office

1 Natural Resources Way

Springfield, IL 62702
SHPO.Review@illinois.gov

Re:  Certificate of Need Application for Ambulatory Surgical Treatment Center-
Ortholllinois Surgery Center Elgin, LLC

Dear Jeffrey:

I am writing on behalf of my client, Ortholllinois Surgery Center Elgin, LLC, to request a
review of the project area pursuant to Section 4 of the Illinois State Agency Historic Resources
Preservation Act (20 ILCS 3420/1 et seq.). Ortholllinois Surgery Center Elgin, LLC is in the
process of submitting an application for a Certificate of Need to the Illinois Health Facilities and
Services Review Board to add additional operating rooms to their existing ambulatory surgical
treatment center specializing in located at 2440 Alft Lane, Elgin, Illinois 60124.

The ambulatory surgical treatment center will consist of six (6) total operating rooms,
associated recovery areas, and administrative space. For your reference, enclosed are
photographs of the existing facility, an aerial map, and a topographic map (Attachments 1-3)
depicting the general location and project area.

We respectfully request your review of the project area and issuance of a determination
letter at your earliest convenience. Thank you in advance for your time and consideration of this
request.

Very truly yours,

BENESCH, FRIEDLANDER,
COPLAN & ARONOFF LLP

>-Hgy

Juan Morado, Jr.

ATTACHMENT 6
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Attachment 6
Historic Preservation Requirements
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Historic Preservation Requirements
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Attachment 6
Historic Preservation Requirements

Aerial Rendering

I

ATTACHMENT 6
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Attachment 6
Historic Preservation Requirements

Street View

2441 Alft Ln

Elgin

e Google Street View

See more

Fisher
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Attachment 7
Project and Sources of Funds Itemization

Project Costs and Sources of Funds

USE OF FUNDS CLINICAL NONCLINICAL TOTAL
Preplanning Costs $13,566 $11,434 $25,000
Site Survey and Soil Investigation $39,275 $33,100 $72,375
Site Preparation $105,000 $295,000 $400,000
Off Site Work - - -
New Construction Contracts $2,750,458 $2,528,154 $5,278,612
Modernization Contracts - - -
Contingencies $275,000 $275,000 $550,000
Architectural/Engineering Fees $260,000 $220,000 $480,000
Consulting and Other Fees $488,393 $411,607 $900,000
('\;’c')‘;]"sat‘fﬂiti‘;rn(fgﬁ{rfgg;pme”t (notin $1,212,537 $300,000 $1,512,537
Bond Issuance Expense (project related) - - -
z\é?gjlgé?:(z?;tg)é;))ense During Construction $341,875 $288,125 $630,000
Eﬂiﬂigﬁfﬁt Value of Leased Space or $2,805,933 $2,364,777 $5,170,710
Other Costs to Be Capitalized $379,862 $320,138 $700,000
Acquisition of Building or Other Property ) ) )
(excluding land)
TOTAL USES OF FUNDS $8,671,899 $7,047,335 $15,719,234
SOURCE OF FUNDS CLINICAL NONCLINICAL TOTAL
Cash and Securities - - -
Pledges - - -
Gifts and Bequests - - -
Bond Issues (project related) - - -
Mortgages $5,865,966 $4,682,558 $10,548,524
Leases (fair market value) $2,805,933 $2,364,777 $5,170,710
Governmental Appropriations - - -
Grants - - -
Other Funds and Sources - - -
TOTAL SOURCES OF FUNDS $8,671,899 $7,047,335 $15,719,234
ATTACHMENT 7
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Attachment 7
Project and Sources of Funds Itemization

Preplanning Costs- Preplanning costs include expenses incurred prior to construction related to initial
project development, feasibility analysis, and early-stage planning activities. These costs reflect
consulting, administrative coordination, and preliminary design considerations necessary to evaluate and
initiate the proposed ASTC project. The clinical costs associated with this line item are $13,566, which is
.32% of the combined clinical construction, contingency, and equipment costs. This is reasonable and
consistent with the scope and size of the project and meets the board’s related financial criteria.

Site Survey and Soil Investigation- Site survey and soil investigation costs include expenses for
boundary and topographic surveys, geotechnical borings, soil analysis, and environmental assessments
necessary to evaluate site conditions prior to construction. These activities are required to confirm that
the site can support the proposed facility and to inform foundation and grading design. The clinical costs
associated with this line item are $39,275, which is reasonable and proportionate to the scope of the
project and meets the board’s related financial criteria.

Site Preparation- Site preparation costs include grading, excavation, utility rough-ins, stormwater
management, erosion control, and other work necessary to prepare the site for new construction. The
clinical costs associated with this line item are $105,000. Combined with Site Survey these costs
represent 4.77% percent of clinical construction and contingency costs. The nonclinical site preparation
costs of $295,000 reflect the additional scope of work required for parking areas, landscaping, sidewalks,
and other non-clinical site improvements. Total site preparation costs of $400,000 are reasonable and
consistent with the scope of work required for a project of this size in the suburban Chicago market and
meets the board’s related financial criteria.

New Construction Contracts- New construction costs represent the costs for all labor and materials
required to build out the clinical and nonclinical space. The clinical costs are $2,750,458, or $509.34 per
GSF based on 5,400 gross square feet of clinical space. These costs are consistent with industry
standards for ambulatory surgical facilities and reflect current market conditions for construction in the
Chicago metropolitan area. Nonclinical construction costs of $2,528,154 cover the buildout of 4,551 gross
square feet of nonclinical space, including administrative areas, waiting rooms, registration, and support
functions. Total new construction costs are $5,278,612 for a combined 9,951 gross square feet.

Contingencies- Contingency costs are included to account for unforeseen conditions or changes during
construction, including material cost fluctuations, minor design modifications, or unexpected site
conditions. The clinical contingency costs are $275,000, representing approximately 9.93% of clinical
construction costs, which is reasonable and consistent with a project of this scope and size and meets the
board’s related financial criteria.. Nonclinical contingency costs are $275,000.

Architectural/Engineering Fees- Architectural and engineering fees include costs associated with the
design, planning, and technical development of the facility. These services include preparation of
construction drawings, engineering systems design (mechanical, electrical, plumbing), and compliance
with applicable building codes and healthcare regulations. The clinical costs associated with this line item
are $260,000, representing approximately 8.59% of clinical construction and contingency costs. The
amount is reasonable and proportionate to the size and complexity of the project and meets the board’s
related financial criteria.

Consulting and Other Fees- Consulting fees include costs for project management, regulatory
consulting, legal support, and other professional services necessary to develop and implement the
project. This includes assistance with the Certificate of Need application, permit fees, and compliance
with regulatory requirements. The clinical costs for Consulting and Other Fees are $488,393. Nonclinical
consulting costs are $411,607.
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Consulting and Other Fees Breakdown:

e CON and Permit-Related Fees — $55,000, costs associated with the preparation, filing, and
support of the Certificate of Need application and related permit approvals.

e Project Management — $250,000, professional project management services for oversight of
design, construction, procurement, and regulatory milestones throughout the duration of the
project.

e Landscape Design — $45,000, professional landscape architecture services for site design,
planting plans, and compliance with local zoning and aesthetic requirements.

e Interior Signage — $35,000, design, fabrication, and installation of interior wayfinding, room
identification, and regulatory signage throughout the facility.

e Civil Engineering — $120,000, civil engineering services including site grading design, stormwater
management, utility coordination, and site infrastructure design.

e Survey — $20,000, professional land surveying services including boundary verification, as-built
surveys, and construction staking.

e Traffic Study — $15,000, traffic impact analysis required by the local municipality to assess the
effect of the proposed facility on surrounding roadways and intersections.

e Agency Interaction — $60,000, costs associated with interfacing with governmental and regulatory
agencies, including the HFSRB, local building departments, fire marshals, and IDPH

e Interior Design — $40,000, professional interior design services for clinical and nonclinical spaces,
including material and finish selections, furniture layouts, and patient experience considerations.

e Process Improvement Consultant — $30,000, consulting services for workflow optimization,
patient flow analysis, and operational planning for the ambulatory surgical treatment center.

e Equipment Planning — $40,000, professional equipment planning services including space and
utility requirements, procurement coordination, and installation scheduling.

e Legal — $90,000, legal services, regulatory compliance, corporate structuring, and other
transactional matters associated with the project.

e Insurance — $35,000, additional risk insurance and other project-related insurance coverage
during the construction and pre-operational period.

e Systems Testing — $25,000, testing and validation of building systems including HVAC, electrical,
plumbing, medical gas, fire alarm, and life safety systems.

e Commissioning — $40,000, third-party commissioning services to verify that all building systems
are installed, calibrated, and operating in accordance with design specifications and applicable
codes.

Movable or Other Equipment- Movable and other equipment costs include all clinical and nonclinical
equipment necessary to support the operation of the proposed two-operating-room ambulatory surgical
treatment center. Clinical costs amount to $1,212,537, and that equipment includes, but is not limited to,
surgical tables, anesthesia machines, patient monitoring systems, procedure lighting, imaging support
equipment, and specialized instruments required for orthopedic, interventional pain management, and
podiatric procedures. The equipment budget is further supported by the underlying construction scope,
which includes significant investment in building systems necessary to operate a modern ambulatory
surgical facility.

Nonclinical equipment costs of $300,000 include administrative systems, information technology
infrastructure, furnishings, and other operational equipment necessary to support patient registration,
scheduling, medical records management, and overall facility operations. Total movable and other
equipment costs are $1,512,537.

Clinical Equipment List:

e Surgical Tables (2) — $150,000, high-quality, multi-position surgical tables suitable for orthopedic
and interventional procedures.

e Surgical Lights (2 sets) — $90,000, ceiling-mounted LED surgical lighting systems for each
operating room.
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e Anesthesia Machines (2) — $180,000, fully integrated anesthesia workstations with ventilators and
monitoring capabilities.

e Patient Monitoring Systems (2) — $75,000, multi-parameter monitors for intraoperative patient
monitoring.

e C-Arm Fluoroscopy Unit (1) — $195,000, mobile imaging system essential for interventional pain
and minimally invasive orthopedic procedures.

e Ultrasound Unit (1) — $55,000, used for guided injections and regional anesthesia.

e Autoclave / Sterilizer — $45,000, for sterilization of surgical instruments.

e Instrument Washer / Disinfector — $32,000, supports infection control and sterile processing
workflow.

e Stretchers / Gurneys (4) — $28,000, for patient transport between pre-op, OR, and recovery.
PACU Monitoring Equipment (2 stations) — $18,000, post-anesthesia care monitoring systems.
Crash Cart & Emergency Equipment — $12,000, includes defibrillator and emergency response
supplies.

e Orthopedic Instrument Sets — $65,000, comprehensive surgical instrument trays for orthopedic
procedures.

e Pain Management Procedure Kits & Instruments — $35,000, specialized kits for interventional
pain management procedures.

e |V Poles, Mayo Stands, Back Tables, Equipment Stands — $15,000, surgical support furniture and
accessory stands.

e Video Integration & Documentation Systems (2) — $48,000, high-definition video routing,
recording, and display systems for each operating room.

e Electrosurgical Units (2) — $30,000, bipolar and monopolar electrosurgical generators for each
operating room.

e Surgical Instrument Tracking System — $22,000, barcode-based tracking system for instrument
sterilization and inventory management.

e Patient Warming Systems (2) — $16,000, forced-air warming units to maintain normothermia
during procedures.

e Pneumatic Tourniquets (2) — $12,000, automated tourniquet systems for orthopedic extremity
procedures.

e Medical Gas Equipment & Regulators — $18,000, oxygen, nitrous oxide, and medical air delivery
equipment and regulators.

e Pharmacy / Medication Storage & Dispensing — $25,000, secure medication storage cabinets and
dispensing systems.

e Sterile Processing Equipment & Storage — $20,537, sterile supply storage systems, case carts,
and processing area equipment.

e OR Furniture & Storage Systems — $26,000, surgical cabinetry, supply storage, and operating
room casework.

Net Interest Expense During Construction- The amount of $341,875 in clinical net interest expense
represents interest incurred on borrowed funds during the construction period prior to the facility
becoming operational. Nonclinical net interest expense is $288,125. Total net interest expense during
construction is $630,000. The estimate is based on the anticipated construction timeline and financing
structure and is consistent with standard financial practices.

Fair Market Value of Leased Space or Equipment

This line item reflects the fair market value of leased space for the proposed addition of two operating as
proposed for the Project.. The clinical fair market value is $2,805,933, and the nonclinical fair market
value is $2,364,777, for a total of $5,170,710. The valuation is based on commercially reasonable lease
terms for comparable medical office and surgical space within the suburban Chicago market and ensures
compliance with regulatory requirements regarding fair market value. The amount is based on a 10-year
lease at an initial rate of $48.55 per gross square foot for 9,951 gross square feet, with a 1.5% annual
escalator. The year-by-year lease cost schedule is as follows:
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|Year ||Rate per GSF||AnnuaI Lease Cost |
1 |s48.55 [$483,121.05 |
2 ||349.28 $490,367.87 |
3 $50.02 1$497,723.38 |
4 |$50.77 1$505,189.23 |
5 |$51.53 1$512,767.07 |
6 |$52.30 1$520,458.58 |
7 |[$53.09 1$528,265.45 |
8 |$53.88 $536,189.43 |
9 |$54.69 |$544,232.27 |
110 |/$55.51 1$552,395.75 |
[Total| $5,170,710.08 |

Other Costs to Be Capitalized- Other costs to be capitalized include expenses that are required to bring
the facility to operational readiness but are not included in other line items. The clinical costs associated
with this line item are $379,862 and nonclinical costs are $320,138, for a total of $700,000. These costs
are reasonable and consistent with a project of this scope and size.

Other Costs to Be Capitalized Breakdown:

Permits and Inspection Fees — $85,000, costs for building permits, plan review fees, health
department inspections, fire marshal inspections, and other governmental fees required to obtain
occupancy and licensure.

Insurance During Construction — $65,000, builder's risk, general liability, and other insurance
coverage required during the construction period to protect against loss or damage.
Telecommunications and Data Infrastructure — $95,000, installation of structured cabling, data
network infrastructure, telephone systems, and wireless access points necessary for clinical and
administrative operations.

Exterior and Wayfinding Signage — $55,000, design, fabrication, and installation of exterior
building signage, directional signage, and ADA-compliant wayfinding elements.

Furnishings (Waiting, Administrative, and Break Areas) — $110,000, furnishings for patient waiting
areas, reception, administrative offices, staff break room, and other nonclinical support spaces.
HVAC Commissioning and Balancing — $45,000, third-party testing, air balancing, and
commissioning of heating, ventilation, and air conditioning systems to ensure compliance with
healthcare ventilation standards and infection control requirements.

IT Network Infrastructure and Cabling — $75,000, server equipment, network switches, electronic
health records system setup, and related information technology infrastructure.

Medical Gas System Certification and Testing — $30,000, third-party certification and testing of
medical gas systems including oxygen, nitrous oxide, medical air, and vacuum systems in
accordance with NFPA 99 standards.

Fire Suppression and Life Safety Testing — $25,000, inspection, testing, and certification of fire
suppression, fire alarm, and life safety systems as required for healthcare occupancy.

Utility Connection and Tap Fees — $50,000, fees charged by local utility providers for connection
to water, sewer, electric, and natural gas services.

Miscellaneous Fees — $65,000, other capitalized costs including as-built documentation, close-out
costs, punch list management, and other expenses incidental to achieving operational readiness.
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ATTACHMENT 8
Project Status and Completion Schedules

The proposed project involved construction and erection of a new building adjacent to the existing ASTC.
The proposed project completion date is upon approval by the lllinois Department of Public Health of the
facility to perform surgery on or by July 1, 2028.
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Attachment 9

Cost Space Requirements

Gross Square Feet

Amount of Proposed Total Gross Square

Feet That Is:
Dept. / Area Cost Existing | Proposed CNew Modernized | Asls Vacated
onst. Space

REVIEWABLE

ASTC $8,728,362 - 5,400 5,400 - -
Total Clinical $8,728,362 - 5.400 5.400 - -
NON-

REVIEWABLE

Administrative $6,990,872 - 4,551 4,551 - -
Total Non-clinical | $6,990,872 - - -
TOTAL $15,719,234 - 9,551 9,551 - -

APPEND DOCUMENTATION AS ATTACHMENT 9, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE

APPLICATION FORM.
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Attachment 11
Background of the Applicant

Ortholllinois Surgery Center of Elgin, LLC

The proposed project is brought by Ortholllinois Surgery Center of Elgin, LLC, an entity owned by
physicians affiliated with Ortholllinois. Ortholllinois Surgery Center of Elgin, LLC is owned by in equal
shares as reflected in Attachment 4.

No owner of Ortholllinois Surgery Center of Elgin, LLC maintains an ownership interest in excess of 5% in
any other healthcare facility, and thus can certify that there have been no adverse action during the three
(3) years prior to the filing of this Application. A letter certifying to the above information is attached at
Attachment 11.

We have included a letter authorizing access to the HFSRB and IDPH to verify information about
Ortholllinois Surgery Center of Elgin, LLC at Attachment 11.

Background of Ortholllinois

This project is proposed by physicians affiliated with Ortholllinois, a division of OrthoMidwest. Ortholllinois
is a leading bone and joint physician practice founded in 1967, with over 50 years of dedicated service to
northern lllinois. The practice is comprised of more than 30 musculoskeletal subspecialty physicians and
anesthesiologists spanning over a dozen clinical specialties. The practice employs between 501 and
1,000 individuals and provides exceptional care and expertise from six convenient clinic locations across
northern lllinois, including locations in Rockford, Algonquin, Elgin, and McHenry, lllinois. Ortholllinois
serves patients throughout Winnebago, McHenry, and Kane counties.

Ortholllinois' mission is "Partnering with people to promote and restore active lives." The practice is
guided by its core values of Integrity, Respect, Accountability, Trust, Compassion, Empowerment,
Education, and Innovation.

What sets Ortholllinois apart is its commitment to subspecialized expertise. At Ortholllinois, patients are
not seen by a general orthopedist; they are cared for by a board-certified physician with subspecialty
training focused on a specific area of the body. This focused expertise leads to more accurate diagnoses,
innovative treatment plans, and ultimately, better outcomes. Ortholllinois prides itself on delivering
university-quality care through a one-stop, multi-specialty philosophy. This model allows patients the
efficiency of diagnosis, clinical care, diagnostic imaging, and rehabilitation therapy from one location — all
under the direction of board-certified physicians who have subspecialized in specific areas of orthopedic
care including hand and elbow, hip and knee joint replacement, shoulder, spine and neck, sports
medicine, trauma, pediatrics, foot and ankle, neurosurgery, rheumatology, physical medicine and
rehabilitation, and occupational health. Ortholllinois' physicians are board-certified and have
subspecialized in their respective areas of expertise, with access to state-of-the-art technology and
training to address each and every aspect of patient care.

Beyond its clinic locations, Ortholllinois operates three Injury Express walk-in urgent care locations in
Algonquin, Elgin, and Rockford, the only local injury walk-in facilities specializing in bones and joints and
that are open seven days a week. The practice also operates multiple MRI imaging centers, nine
rehabilitation locations, a durable medical equipment facility, and surgery centers in Rockford and Elgin,
as well as the OrthoMidwest Surgery Center in Beloit, Wisconsin.

This expansion has required strong partnership with each of the community hospitals in which they serve,
working collaboratively to offer the specialty care needed in cooperative relationships. Ortholllinois
physicians maintain privileges at multiple area hospitals, including OSF Saint Anthony Medical Center
(Level | Trauma Center), Mercyhealth Javon Bea Hospital (Level | Trauma Center, Rockford), UW Health
Northern lllinois/SwedishAmerican Hospital (Level Il Trauma Center), Northwestern Medicine McHenry,
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Huntley, and Woodstock Hospitals, Advocate Sherman Hospital, and Prime Healthcare Saint Joseph
Hospital in Elgin. Ortholllinois has been committed to exceptional patient care and meeting the orthopedic
needs of the community throughout its period of consistent growth.

Ortholllinois' surgery centers offer industry-leading care. In 2016, an Ortholllinois surgeon performed one
of the first outpatient total knee replacements in an ambulatory surgery center setting in the United
States. Today, knee, hip, and shoulder replacements are common daily outpatient procedures performed
at the centers, along with spine, arthroscopic, hand and upper extremity, and foot and ankle surgeries.
Ortholllinois Surgery Centers and OrthoMidwest Surgery Center are among a select few ambulatory
surgery centers in the country to employ their own anesthesiologists, medical doctors devoted specifically
to the ambulatory surgery centers, further ensuring the highest standards of patient safety.

The existing Ortholllinois Surgery Centers are licensed and certified by the lllinois Department of Public
Health, Medicare, and the Accreditation Association for Ambulatory Health Care (AAAHC). The Rockford
surgery center has earned the additional recognition of the Association of periOperative Registered
Nurses (AORN) Go Clear Award, designating it as a Center of Excellence in Surgical Safety: Smoke
Evacuation. The OrthoMidwest Surgery Center is a Press Ganey Guardian of Excellence recipient.
Additionally, the OrthoMidwest Surgery Center has been recognized as a 2026 Best Ambulatory Surgery
Center in Wisconsin for orthopedic and spine surgery by U.S. News & World Report. The OrthoMidwest
Surgery Center was designed specifically for joint replacement and spine surgeries and is equipped with
an Intelligent Operating Room system that uses advanced technologies, including artificial intelligence
capabilities, to optimize workflow and ensure precise and accurate implant positioning for more consistent
surgical results.

Patients are viewed holistically with their individual needs driving treatment and surgical decisions.
Ortholllinois utilizes highly-skilled case managers to guide patients through preparation for surgery and
post-surgery planning. Patients seek care with Ortholllinois for all varieties of pain and injury, often for
worsening conditions negatively impacting function and quality of life such as arthritis.

Ortholllinois physicians are similarly dedicated to the medical education of students and residents and are
affiliated with the University of lllinois College of Medicine as clinical assistant/associate professors, and
the Rush University Medical Center Residency Program as site training facilitators. Advanced surgical
technique is shared with other orthopedic specialists by Ortholllinois physicians, who serve as guest
instructors at national and international conferences and who host surgeons from around the globe to
observe technique at the ambulatory surgery center and for hands-on training in the wet lab in Rockford.
The practice also actively participates in national and international research studies through its dedicated
Research Center, which was formalized in 2006. Ortholllinois has executed over 100 clinical research
and post-market studies over the years. The Research Center currently maintains multiple active clinical
studies enrolling patients across specialties including rheumatology, shoulder surgery, and knee surgery,
and employs a dedicated Director of Clinical Research and Clinical Research Coordinator. Ortholllinois
also collaborates with medical students and researchers at the University of lllinois College of Medicine at
Rockford.

Furthering its commitment to surgical education and innovation, Ortholllinois operates The Human
Anatomy Lab Center, a state-of-the-art facility located at its Rockford campus. Established by the Midwest
Foundation for Orthopaedic Research and Education (MFORE), a foundation created by Ortholllinois
physicians in 2009. The lab provides access to surgical training, research, and medical device product
development for medical professionals and entrepreneurial-minded companies. The facility is equipped
with five fully operational arthroscopic towers with video management systems, a fully operational
operating room table for whole cadaver surgery, a large C-arm, cadaveric mounting and commercial
tables for surgery simulation, battery-powered drills and saws, and comprehensive arthroscopic and open
instrumentation sets. The Human Anatomy Lab Center also features state-of-the-art two-way audio and
video conferencing technology that allows real-time surgical collaboration worldwide, enabling remote
viewers to pan, tilt, and zoom cameras to observe procedures being performed in the lab. The facility
includes dedicated freezer space for cadaveric specimen storage, a separate washroom and kitchen area
for cleaning instrumentation, and adjacent meeting and dining areas. Ortholllinois physicians regularly
host surgeons from across the United States and around the globe including physicians from Korea,
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Poland, India, Germany, ltaly, Japan, and Canada for surgical observation and hands-on cadaveric
training at this facility.

Press Ganey benchmarking for patient satisfaction with Ortholllinois has consistently exceeded 95% for
medical patient satisfaction and ranked in the 99th percentile nationally for "willingness to recommend."
Ortholllinois is recognized as a designated elite healthcare organization for highest levels of excellence in
patient satisfaction and is featured in Castle Connolly Top Doctors listings. Ortholllinois has demonstrated
a deep commitment to the communities it serves, providing $5.5 million in uncompensated care in 2019
and $5.0 million in 2020. No patient will be denied services at the proposed facility because of their
inability to pay.

Furthermore, Ortholllinois has long been committed to community service and volunteerism as a core
principle for the organization. Its physicians dedicate their time and financial support to many charitable
organizations including the United Way, University of lllinois School of Medicine, and the Northern lllinois
Food Bank after-school and weekend meal programs for children. Ortholllinois has also earned
recognitions for Best Sports Medicine/Orthopedic Clinic, Best Alternative Medicine, Best Urgent
Care/lnjury Express, Best Physical Therapy, Best Employer with 500+ Employees, and Best Overall
Leadership.

In addition to its clinical services, Ortholllinois operates a FitRight Precision Orthotic & Prosthetic Lab with
over 65 years of combined practitioner experience, an Occupational Health Center (WorkRight program)
serving employers and injured workers, a Run Right Running Clinic, rheumatology infusion services, and
the JOYNT Program for joint replacement patients. Ortholllinois also partners with HURT! to provide
24/7/365 access to acute orthopedic injury care through a telehealth platform, ensuring patients can
receive specialist guidance at any time

Tom Stanley, M.D, M.P.H.

Dr. Tom Stanley, MD, MPH, FAAQS, is a distinguished orthopedic spine surgeon at Ortholllinois, a
division of OrthoMidwest, where he also serves as Vice President of OrthoMidwest. He is board certified
by the American Board of Orthopaedic Surgery and is a Fellow of the American Academy of Orthopaedic
Surgeons (FAAOS).

Driven by a lifelong fascination with biomechanics and the complexities of human function, Dr. Stanley's
interest in how things are put together led him to pursue his undergraduate studies at Tulane University
School of Engineering in New Orleans. He graduated with honors, earning a degree in Biomedical
Engineering.

Following his undergraduate education, Dr. Stanley continued at Tulane University, where he earned both
his Medical Doctorate and a Master of Public Health. His passion for biomechanics naturally aligned with
the field of orthopedics, allowing him to address musculoskeletal problems and help patients return to
normal function. He completed a five-year residency in orthopedic surgery at Rush University Medical
Center in Chicago.

During his residency, Dr. Stanley developed a particular interest in treating pediatric scoliosis patients,
which inspired him to subspecialize in orthopedic spine surgery. He then pursued advanced fellowship
training in Orthopedic Spine Surgery at the Hospital for Joint Diseases at New York University Medical
Center (now NYU Langone Orthopedic Hospital). There, he gained proficiency in minimally invasive
surgical techniques for the neck and lower back.

Since 2010, Dr. Stanley has practiced as an orthopedic spine surgeon over 16 years of dedicated spine
surgery experience initially in private practice in the northwest suburbs of Chicago. In 2018, he joined
Ortholllinois, where he continues to provide high-quality spine care to patients from the practice's Elgin
and Algonquin locations. He maintains hospital affiliations with Advocate Sherman Hospital, Algonquin
Road Surgery Center, Prime Healthcare Saint Joseph—Elgin, Mercyhealth Javon Bea Hospital,
Northwestern Medicine McHenry/Huntley/Woodstock Hospitals, OSF Saint Anthony Medical Center, and
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UW Health Northern lllinois/SwedishAmerican Hospital.

In his clinical practice, Dr. Stanley is committed to careful assessment of his patients' symptoms and
treatment goals. He utilizes state-of-the-art diagnostic tools to identify the source of injury or condition,
and develops comprehensive treatment plans aimed at helping patients achieve a more active, pain-free
lifestyle. Whenever possible, he emphasizes conservative treatments such as injection therapy and
physical rehabilitation. If surgery is required, Dr. Stanley specializes in the latest minimally invasive
techniques, which reduce incision length, hospital stays, and recovery time. Dr. Stanley is also trained in
the minimally invasive iFuse Implant System® from SI-Bone®, Inc., a medical device technology
designed for the treatment of sacroiliac joint disorders.

Dr. Stanley has earned significant recognition for the quality of his clinical practice. He has been named a
"Spine Surgeon Leader to Know" by Becker's Spine Review and has received Castle Connolly recognition
for excellence in orthopedics. He has authored 4 publications with over 500 citations in the medical
literature. Dr. Stanley maintains a 4.8 out of 5.0 patient satisfaction rating based on over 1,300 patient
ratings, reflecting his dedication to individualized patient care and clinical excellence.
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Attachment 11
Background of the Applicant

Tom Stanley, M.D., M.P.H.

650 8, Randall Rd
Algonguin, IL 60102
tomdstanley(@ gmail .com

Employment
2018 - Current - Ortholllinois
630 5. Randall Rd
Algonguin, IL 60102
20010 -201%  Midwest Bone and Jomt

2350 Roval Blvd, Suite 200
Elgin, IL 60123

Hospital/Surgery Center Privileges
Full Medical Staff

Adwocate Sherman Hospital
Elgin, IL

Presence St. Joseph Hospital
Elgin, IL

Northwestern Huntley Hozpital
Huntley, TL

Northwestern McHenry Hospital
MeHenry, 1L

Ascension 3t Alexivz Hospital
Hoffman Estates, TL

Academic Appointments

2023 - Present Umversity of Tllineis at Chicago, College of Medicine Rockiord
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Education

2009 —2010

2004 — 20049

2000 — 2004

2000 — 2004

1996 — 2000

Certifications

Fellow of the American Academy of Orthopedie Surgeons — 2013, current

Attachment 11
Background of the Applicant

Clinical Assistant Professor

Haospital for Joint Discases

New York University Medical Center
Wew York, NY

Fellowship in Orthopedic Spine Surgery

Rush University Medical Center
Chicago, IL
Residency in Orthopedic Surgery

Tulane University, School of Medicine
MNew Orleans, LA
M.

Tulane University, School of Medicine
WNew Orleans, LA
M.P.H. in Health Systems Management

Tulane University, School of Engineering
B .5.E. in Biomedical Engineering
Honors 1n Biomedical Engincering

American Board of Orthopedic Surgery Part [ — Passed in July, 2009
American Board of Orthopedic Surgery Part [T — Passed in July, 2012

American Academy of Disability Evaluating Physicians CEDIR {Certification in the Evaluation

of Dizability and Impairment Rating) — Passed January 2013

Publications

Singh K, Dumonski M, Stanley T, Phillips F. Repeat use of thBMP-2 at an Adjacent Lumbar

Level: An Assessment of Efficacy and Immunologic Response. Spine. 2011 Feb 1;36(3): 192-

196,

Lee MJ, Dumonski M, Cahill P, Stanley T, Park I, Singh K. Percutaneous treatment of
vertebral compression fractures: a meta-analysis of complications, Spine. 2009 May

15:34(11):1228-32.
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Attachment 11
Background of the Applicant

DeWald CJ, Stanley T. [nstrumentation-related complications of multilevel fusions for adult
spinal deformity patients over age 63: surgical considerations and treatment opiions in patients
with poor bone quality. Spine. 2006 Sep 1,31(19 Suppl:5144-51.

Barrack RL, Stanley T, Burt M. Hopkins S. The cffect of stem design on end-ofstem pain in
revision total knee anthroplasty. I Arthroplasty. 2004 Oer;19(7 Suppl 2):119-24.

Cook 813, Salkeld 5L, Stanley T, Faciane A, Miller 8T, Biomechanical siudy of pedicle screw
fixation in severcly osteoporotic bone, Spine I 2004 JTul-Aug:4{4)-402-8.

Barrack RL, Stanley T, Butler AR. Treating extensor mechaniam disruption after total knee
arthroplasty. Clin Orthop Relat Res. 2003 Nov;(416):98-104.

Book Chapters

Stanley T, Lee M, Dumonski M, Singh K. Posterior Thoracic and Lumbar Approaches,
Operative Techniques in Spine Surgery, Edited by Rhee J, Boden 8, Flynn 1, LWW 2013,

Dumeonski M, Stanley T, Lee M, Wojewnik B, Singh K. Posterolateral Thoracolumbar Fusion
with Instrumentation, Operative Technigues in Spine Surgery. Edited by Rhee I, Boden 5, Flynn
I LWW 2013,

Spivak J, Stanley T, Balderston R. Lumbar Total Dise Replacement. Rothman-Simeone The
Sping, 6th Edition. Edited by Herkowitz H, Garfin 8, Eisomont F, Bell G, Balderston R.
Elsevier, 2011.

Stanley T, Wojewnik B, Vaccaro A, Singh K. Spinal Cord Injury;
Fehabilitation and Recovery. Neurotrauma and Critical Care of the Spine., Edited by Jack Jallo,
MD, and Alexander R. Vaccarro, MD. Thieme, New York, September 2008,

Stanley T, Dumonski M, Lee M, Singh K. Basic Approaches: Posterior Thoracie and Lumbar.
Operative Techniques in Orthopedics, Lippincott Williams & Wilkins, Edited by John Rhee,
MD, Scott Beden, MDD, Lippincott Williams &Wilkins, 2007,

Leg M, Dumonski M, Stanley T, Singh K. Ihac Crest Bone Graft Harvest, In Weisel 5 (Ed.),
Operative Techniques in Orthopaedic. Lippincott Williams & Wilkins, 2007,

Dumeonski M, Stanley T, Lee M, Wojewnik B, Singh K. Posterolateral Thoracolumbar Fusion

with Instrumentation, Operative Techniques in Orthopedics. Lippincott Williams & Wilkins.
Edited by John Rhee, MDD, Scotlt Boden, MD, Lippincott Williams & Wilking, 2007,
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Attachment 11

Background of the Applicant

Presentations

Stanley T, Singh K, Dumonski M, Phillips F. Repeat use of thBMP-2 at an Adjacent Lumbar

Spine Socicty Mecting. Toronto, Canada, Cetober 2008,

Hospital Positions

20016 - Ongoing Committee Member, Sherman Hospital Surgical Steering Committec

2020 - 2022 Vice Chairman of Surgery, Sherman Hospital

Awards/ Honors

Advocate Physician Quality of Care Award 2019

Advocate Patient Engagement Award 2018

Aulvocate Physician Quality of Care Award 2015

Advocate Physician Communications Award 2014

Sherman Hospital Patient Care Awvard 2013

NYL/HID Fellow Research Award 2010

Rush University Senior Research Award 2009

Caldwell Society Award for Excellence in Orthopedics 2004
Tulane Medical School Merit Scholarship 2000-2004
Tulane School of Public Health Merit Scholarship 2000-2004
Mational Institutes of Health Research Fellow 1999
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Attachment 12
Purpose of the Project

Ortholllinois Surgery Center Elgin, LLC ("Ortholllinois") is proposing to expand its existing ambulatory
surgical treatment center ("ASTC") located at 2440 Alft Lane in Elgin, lllinois through the addition of two
operating rooms. The proposed project is intended to increase the facility's capacity to provide outpatient
orthopedic surgery, podiatric surgery, and pain management procedures to residents of the Elgin market
area and surrounding communities. The expansion will bring the facility from four to six total operating
rooms, increasing annual available procedure hours from approximately 7,500 to 11,250 hours. This
expansion will allow Ortholllinois to meet growing demand for outpatient surgical services while
continuing to provide care in a high-quality, patient-centered environment.

The market area served by the facility is located within Health Service Area 8 ("HSA 8"), Health Planning
Area A-11, which encompasses Kane County and portions of McHenry County. The primary service area
includes residents of Elgin and the surrounding communities who currently utilize the facility for
orthopedic and musculoskeletal care. Analysis of current patient data demonstrates that the facility serves
patients from a broad geographic area, with patients originating from ZIP codes across the 60014, 60021,
60050, 60051, 60081, 60098, 60110, 60118, 60120, 60123, 60124, 60136, 60140, 60142, 60152, 60156,
60177, 60184, 60188, and 60193 ranges, among others. This geographic distribution reflects the facility's
role as a regional destination for orthopedic and musculoskeletal surgical care within HSA 8 and the
broader northwest suburban Chicago corridor.

Several interrelated issues in the market area support the need for this expansion. The most pressing
issue facing the facility is that current surgical demand exceeds the capacity of its existing four operating
rooms. During the trailing twelve-month period from July 2025 through June 2026, Ortholllinois physicians
performed a total of 7,105 surgical procedures across all settings, including 3,939 procedures in
ambulatory surgery centers, 2,901 procedures in hospital settings, and 265 office-based procedures. Of
the ASC-based procedures, 3,860 cases were performed at Ortholllinois Surgery Center Elgin.

Monthly case volumes at ASTC remained consistently high throughout the period, ranging from 293 to
389 cases per month, averaging approximately 328 cases per month. Based on actual operating room
time data the facility currently requires approximately 6 operating rooms to accommodate its existing case
volume. Absent the proposed expansion, the facility will be unable to accommodate projected case
volumes, and patients will increasingly face delays in scheduling or be diverted to higher-cost hospital
settings.

Advances in surgical techniques, anesthesia, postoperative pain management, and patient selection
protocols have resulted in a substantial migration of orthopedic, podiatric, and pain management
procedures from inpatient hospital settings to outpatient environments. Numerous studies have
demonstrated that appropriately selected patients can safely undergo these procedures in ambulatory
surgery centers while achieving outcomes comparable to those achieved in hospital outpatient
departments.

Ortholllinois physicians maintain strong collaborative relationships with area hospitals, including Advocate
Sherman Hospital, Northwestern Medicine Huntley, and Prime Healthcare Saint Joseph Hospital, and will
continue to perform a substantial volume of procedures at those facilities. During the trailing twelve-month
period, 2,901 procedures were performed at area hospitals, reflecting the continued importance of
hospital-based care for medically complex patients and procedures requiring additional support services.
The proposed expansion is not intended to shift existing hospital volumes but rather to accommodate the
organic growth in new outpatient surgical cases that are increasingly appropriate for the ambulatory
setting. As total surgical demand continues to grow, the additional operating room capacity will allow
Ortholllinois to absorb incremental volume in the ASC environment without adversely impacting its
hospital partners.
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The project also addresses the need for affordable healthcare services within the market area. As new
surgical volume grows, providing access to care in a cost-effective ambulatory setting benefits patients
and the healthcare system. Research consistently demonstrates that ambulatory surgery centers provide
significant cost savings compared to hospital outpatient departments. In a study evaluating sixty-two
common sports medicine procedures, procedures performed in ambulatory surgery centers resulted in
substantially lower total costs, facility fees, Medicare expenditures, and patient out-of-pocket expenses
than identical procedures performed in hospital outpatient departments. Across all procedures studied,
total costs were approximately 40% lower and patient payments were approximately 37% lower when
services were provided in an ambulatory surgery center setting.

In addition to reducing costs for orthopedic patients, ambulatory surgery centers have demonstrated
substantial economic benefits for spine procedures. A recent study of 771 patients undergoing lumbar
decompression surgery found that patients treated in ambulatory surgery centers experienced
significantly lower initial surgical costs and lower total one-year episode-of-care costs while maintaining
similar complication rates and clinical outcomes. The study concluded that ambulatory surgery centers
provide a safe and cost-effective environment for appropriately selected lumbar spine patients and
generated total one-year costs that were substantially lower than hospital outpatient settings.

These cost savings are particularly important for the population served by the ASTC, where Medicare
patients represent the facility's largest payor group. During the trailing twelve-month period, the facility's
payor mix was as follows:

Payor Name % of Patients Treated at Facility
Private Insurance 46%
Medicare 45%
Medicaid 2.5%
Self-Pay 2%
Worker's Compensation 4.5%

With nearly 45% of patients covered by Medicare, the cost differential between hospital outpatient
departments and ambulatory surgery centers translates directly into reduced Medicare expenditures and
lower out-of-pocket costs for beneficiaries. The proposed expansion will allow a greater number of
Medicare and other patients to receive care in the lower-cost ASC setting.

The proposed project will also improve patient access to outpatient spine services. The expansion will
allow Ortholllinois to accommodate increasing demand for outpatient cervical and lumbar procedures that
are now commonly performed on a same-day basis. A large multicenter study comparing ambulatory
surgery centers and hospital outpatient departments found that patients undergoing anterior cervical
discectomy and fusion, cervical disc arthroplasty, and lumbar decompression experienced similar patient-
reported outcomes and return-to-work rates regardless of whether surgery occurred in an ambulatory
surgery center or hospital outpatient department. The study concluded that outpatient spine surgery can
be performed safely and effectively in both settings, supporting the continued migration of appropriate
procedures into ambulatory environments.

During the last 12-month period, Ortholllinois spine surgeons performed procedures at the Elgin facility
including lumbar laminotomies, cervical disc arthroplasty, spinal cord stimulator implantation, and other
spinal procedures. The additional operating room capacity will enable the facility to accommodate the
anticipated continued growth in outpatient spine cases.

The project will further improve patient convenience and experience by expanding access to care in a
setting specifically designed for outpatient surgery. Ambulatory surgery centers generally offer
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streamlined care processes, shorter lengths of stay, efficient scheduling, and faster discharge times than
hospital-based settings. Literature evaluating outpatient orthopedic and spine surgery has found that
ambulatory surgery centers can provide high-quality outcomes while reducing unnecessary healthcare
utilization and improving operational efficiency. These characteristics are particularly important for
working-age adults and Medicare beneficiaries seeking timely access to surgical care closer to home.

Through these goals and measurable objectives, the proposed project will improve healthcare
accessibility, affordability, and efficiency for residents of the Elgin service area and the broader HSA 8
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Investigation performed at the Department of Orthopedic Surgery, Rush University Medical
Center, Chicago, linois, USA

Background: Healhcars coats in the United States are rising in conjunction with an incressed utilization of outpatent centers,
parbicularly in aports medicine.

Purpose/Hypothesis: The primarny purposs of this study was to utize Medicars data to compars the overall cost of sports med-
icine procedures performed in the ambulatory sungery centers (A5Ca) and hospital outpatient department (HOPD) settings. The
secondary pupose of this study was to compare facility fees, surgeon fees, Medicars payments, and patient payments betwesn
ASCs and HOPDs. It was hypotheaszed that procedurss performed at ASCs would demaonatrate a lower overall cost than those
performed at HOPDs.

Study Designe Cross-sectionsl study.

Me thods: Publicly avalable data from fhe Centers for Medicare & Medicaid Services (OMS) were accessed via the Medicare Pro-
cadure Price Lookup Tool. Curent Procedural Tesminology G FT) codes were used to identfy sports medicine procedures approwed
for the outpatient satting by CMS. Faciity fees, surgeon fees, total coats, Medicans payments, and patient payments were extracted.
Descriptive statistics were utilzed to caculste the mean and standard deviation for each category of fee and payment.

Results: A total of 62 GPT codes were kdentified. Compared with HOPDa, shoulder procedurss §n = 25) at ASCs had lower total
coata ($3622 = $11680 va $6261 = $1750; P < 001), facility fees 2777 = $1020 va $5416 = $1606; P < .001), Medicare pay-
ments {2508 = 038 va S5000 = $1407; P < .001), and patient payments §724 = $232 va $1252 = £352; P < 001) compared
with HOPDa. Knee procedures (n = 31) at ASCas had lower total costs (84236 = $2741 v $6668 = £3341; P = .008), facility fees
(53408 = $2507 va B5840 = $3116; P = .008), Medicars payments $3360 = $2193 v $5458 = $2055; P = 008), and patient
payments BB47T = 5548 va $1200 = $420; P = 011). Hip procedwres §n = &) at ASCs had lowsr total costs (B3583 = $608 va
6671 $1451; P = .025), facility fees (52725 = $5680 va $5813 = $1431; P = .025), Medicare payments ($2866 = $558 va
BE336 = $1161; P = .025), and patient payments 716 = $130 va $1333 = £200; P = 025 compared with HOPDs.

Conclusiorne Our study demonstrates that sports medicine procedures performed at ASCa for Medicane reciplents result in con-
siderable overall total cost savings when comparad with those performed at HOPDa. Sports medicine providers should be aware
of differences in costs when determining the best sstting for these procedunes.

Keywords: ambulsinry surgery center; coat; Medicans; outpatient sungery; savings; sports medicine
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Healtheare costs in the United States are on the rise and
are expeded Lo cmbnue ineresing The natonal health
expenditure grew 7% in 2021 to $4.3 trlbion The Centers
for Medicare & Meadicaid Services (CMS) expects this num-
ber 1o rise by 54% annually through 2088, which amounts
Lo nearly $13,000 per person, of which 21% is secondary o
Medicare spending = Given these expendilures, gvernment
insurance providers are continuously looking for ways 1o
save maney for both the msttution and patients. This down-
ward pressure has resulted in deaeasing Medicars reim-
bumement for orthopastic surgeons and fuilibes ™"

Parily as a resull af this financal stress, there has been
an increasing proportion of orthopaedic surgeries being
performed on an oulpatient basia™ Outpatient Gaeilities
corsist of both hespital outpatient departments (HOPDe)
and amlulalory surgery centers (ASCs). HOPDs are facilibes
awned and altached to a hospital, while ASCs are standalone
facilities,” ASCs have been shown in the blerature to not
only provide cosl savings compared with HOPDs but also
Lo e male and effective for many commaon arthopaedic proce
duapes 2SS0 T hag been postulated that competition
betwesn ASCs and HOPDs is beneficial in controlling and
reducing costs Lo the healtheare system® & 2022 study by
Wang et al™ investigated trends in ASC and HOPD usage
and surgieal oosts for 6 of the most ammaon ontho paedic pro-
cedures from 2013 to 2018, The authors found that ASC i
lization inaeased by 3% while otal cosls decmased by 001%
yearly, During the same period, costs at HOPDs nereased by
25% yearly, with the mean Lolal eosls 26% higher than those
at ASC ™ Our gmup previously showed that shoulder and
elbow procedures performed al ASCs msulled in cosl savings
when compared with BOPDs. ™ However, no studies to this
poinl have looked more broadly at all of the most comman
aporls medicine pmosdures.

The primary purpose of this study was Lo utdize Medi-
care data o compare the overall el of sports medicine
procedures performed al ASCs and HOPDs, In addition,
this study aimed o compare facility lees, surgeon fees,
Medicare payments, and palient payments belween these
2 settings. We hypothesized that procedures performed at
ASCs would demonstrate a lower overall cost than those
performed at HOPDs,

The Orthopaedic Journal of Sports Med icine

METHODS
Data Collaction

Medicare publishes publiely available data on an annuaal
basis that details wlume, rembursement rates, and oosls
for medical procedures. This database has been ulilized
in  arth die  Wlerature for a wvarely of  stad-
jag IRIRRLISELES P this study, the Medicare Procedure
Price Lookup Tool™ was queried using individual Current
Proced ural Terminology (CPT) codes for sports medicine
procedures approved for oulpatient surgery by the CMS.
The American Board of Orthopaedic Surgeons sporls med-
ieine subspecially case list was used o dently commaon
sports medicine CPT eodea” Details on which CPT codes
were included can be found in the appendiz. Procedures
were calegorized based on anatomie regon. These catego
rigs included shoulder, knee, hip, and combined cohorls,
Data on the wial cost, facilily fees, surgean fees, Medicare
paymenls, and patienl payments for each procedure wers
collected. The tolal cost is equal to the facility fee plos
Lthe surgeon’s fee. The Medicare payment & reported as
BFE of the total eost, and the remaining amounl is the
patisnt’s payment™ These costs were compared bebw een
ABCs and HOPDs.

Statistical Analysis

Deseriplive statisties were uliized Lo ealeulate the mean
and standard deviation for each category of fee and pay-
ment, Differences in costs between ASCs and HOPDs for
shoulder, knee, and hip procedures were included. An
analysis of all procedures combined was also conducted.
Total costa, facilily fees, surgeon Tees, Madicare payments,
and patient payments were all analyzed. The means of
each type of fee were caleulated and compared betwesn
ASCs and HOPDs to assess mean savings. The Mann-
Whitney [ Lest was ullized, given the nonparametric dis-
tribution of the data. All statistical analysis was performed
using Stata WVersion 17.0 (StataCaorp). All Lests were 2-
sided, with statistical significance selat a probability value
of P < D5,

! i m s oomespondenon to 'Wilimm E. Harkin, MO, Deparment of Orthopedic Surgary, Fush Univesity Modocal Gonftor, 1611 'W Hamison Steoat, Suitn

201, Chicaga, IL 60612, USA jermail: willha sdnzzEg mail oom ).

*Diapa strmant of Orfopedio Surgary, RAush Unisvesity Medioal Center, Chicaga, Binois, USA
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V.PF. has recsived education payments from Medws st Sesocintes. WK W has reosived hospitality paymen s fom Medoal Devios Business Snrsios; edu-
oation paymants fom Medwe= Assnoiates. A BB has mosived sduoation paymans from Medwest fesociates. LMS. has recsresd sducation paymants
from Tian Surgical Group. NN V. has received mopaifes fom Arwe, Smith & Nephaw, and Gaymont Professional Products IP; nonoonaulting fees fom
A hospitality poyments from Abbott Labom fories, Spinal Smplicly, and Relivvant Medsystems, and oonsuiSing feess fom Strylosr and Arfwe. BLLG.
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TAELE 1
Costs Associated With ASCs and HOPDs for Shoulder,
Eree, Hip, and Combined Cohorts™

ASC HOFD ap
Bheulder
Total oot A622 = 1160 G381 = 1754 il
Dodor fes 846 = 216 846 = 216 =999
Faciity foe 2777 = 1020 5416 = 1804 il
Medicare payment 2898 = 928 5009 = 1407 =001
Patient payment =4 =258 1252 = 352 B (1} ]
K
Total oot 4208 £ 2741 G888 + 3341 R
Dodor fes 828 = 291 828 = 291 =999
Facility foe 2408 = 2507 5840 = 3114 D0
Medicars payment 3389 + 2193 5458 = 2055 R
Patient payment 847 = 548 12049 = 424 m1
Hip
Total aret 2583 = 698 GAT1 = 1451 L5
Doctar foe 858 + 155 858 + 155 =489
Facility foe 2725 = 669 53813 = 1431 AR5
Medicare payment 2866 = 558 5336 = 1161 AR5
Patient paymes TG = 139 1333 = 280 L5
Combined
Total enst 3926 = 2089 G504 = 2631 =001
Dioctar fiose 818 + 249 838 + 240 =999
Faciity foe A088 = 1909 S6RG = 2450 il
Medicare payment 3140 = 1671 5365 = 2287 il
Patient payment 784 = 418 1238 = 284 S0z

"l’.u]nuampu'un‘hnd:in'l’.m s mean = S0, Bald P vahees indi-
cabe statistical signifimnes (P < 06). ASC, ambulatory surgical
crnter; HOPD, hospital outpatient department.

AP yales mlkulated using the Mann-Whitney [T test.

RESULTS
Shoulder Codas

In this study, 25 of the most commanly ulilized CPT codes
were included (See Appendix). ASCs demonsirated lower
cost of procedure ($3622 = 1160 vs $6261 = $1750; P <
A1), facibity fees (32TTT = £1020 va $5416 = $1606; P <
A1), Medicare payments (S3ZROG2 = 2025 va 5000 =
£1407; P < .001), and patient payments (5724 = 232 vs
$1252 = 3352 P < 001) compared with HOPDs (Table
11 Compared with procedures performed at HOP Ds, those
performed al ACSs showed a 42% reduction in total eosls,
Medicare payments, and patient paymenis. They also dem-
orstrated a 49% cost saving for facility fees. Surgean fees
were the same regardless of the surgery setling.

Knea Codas

For this study, 31 of the most commaonly ubilized knee CPT
ocodes were identiflied (see Appendix). ASCs demonsirated
lower total costs ($4236 = #2741 va $6668 = $3ML; P =
A006), Facility fees (R3408 = 2507 v 5840 = £3116; P =
J06), Medicare payments ($3350 = $2193 va $5458 =
2055 P = 0D6), and patient payments ($547 = 5548 va

Page 60

Sports ASC Versus HOPD Costs 3

F120d = $420; P = 011) (Table 1). ASCs had 36% lower
total costs, a 42% lower facility fee, 35% lower Medicare
paymenls, and 3% lower patient payments. Surgeon
fees were the same regardless of the surgery selling.

Hip Codes

When comparing Lhe 6 masl commaon hip CPT codes ( See
Appendiz), ABCs showed significant cosl savings in the
total procedure cost (BR5E3 = $608 va B66T1 = $1451; P
= (25, facility fees ($2725 = $660 vs $5813 = $1431; P
= (251, Medicare payments (32566 = E558 va 5006 =
$1161; P = 025), and patienl paymenta ($716 = $130 va
$1333 = £200; P = 025) (Table 1). This amounted to
appracimately 46% cosl savings for otal costs, Medicare
paymenls, and palient payments, as well as 53% for faci-
ity fees. Surgeon fees were the same regardless of the suar-

gery seling.

Combined Sports Madicina Proceduras

When all 62 procedural codes were combined inlo a single
cohorl, ABCs once again had lower cosls across all varia-
bles oulside of surgeon lees. The tolal cost (53026 =
F2080 va 36504 = $2631; P < .001), facility fees (53085 =
F100d va $5666 = $2450; P <« 001), Medicare paymenits
(3140 = $1671 vs 55265 = $2Z8T, P < 001), and patient
paymenls (ETEL = £418 va $1235 = £384: P = 0024)
were all significantly lower f performed at an ASC (Figure
11 On average, lolal costs and Medicare paymenls were
A lower, Tacility fees were 45% lower, and patient pay-
ments were 37% ower when procedures were performed
at ASCs.

DISCUSSION

The major lndings of this study were that shoulder, knee,
and hip sports medicne procedures all have a lower mean
Lotal eost when performed at ASCs compared with HOPDs,
In addition, ASCs had lower facility fees, Medicare pay-
ments, and patient payments for all cohorts, This study
also revenled that Medicare payments Lypically Tully oov-
ared Lthe facility fee for procedures performed at ASCs
whereas Medicare payments were comsslently lower
than the higher facility fee of HOFDs, The surgeon’s fees
were equivalent for all procedures, regardless of site. As
Lhe emphasis on cosl-conscious healtheare spending grows,
reducing extraneous cosls while maintainng oplmal oal-
comes 15 the goal The present study sought o investigate
differences in the cost to Medicare beneficiaries betwesn
ABCs and HOPDs for sports medicine procedures,
Medicare expendilures conlinue Lo rise yearly, and the
results of this study suggest thal transibioning care Lo
ASCs from HOPDs when medically appropriate resulls in
a mean lotal cost savings of 42% for shoulder procedures,
36% for knee procedures, and 46% for hip procedures.
Our fndings are in line with these of Wang et al, ™ wha
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Figure 1. Cost reakdown for the combined sports medicine cohort (shoulder, knes, and hip), comparing ambulatony surgeny

canters and hospital outpatent departments.

found a 26% decrease in oot for procedures done at ASCs
compared with HOPDs in a cobort from 2013 from 2018,
These procedures incloded carpal tunnel release, lumbar
microdisceclomy, anterior cruciale ligamenl reconstroe-
tin (ACLR), knee arthroscopy, arthroseopie rotator eull
repair, amd bunion repair. The present study ndicates
Lthat the cosl-savings gap belween facililiss may polentially
be widening. The reasons behind ASC cosl savings are
multifactorial but are theorized Lo lower overhead cosls,
reduced inventory, narrower scope ol practics, fasler oper-
aling room turnover, decreased postoperative resouree uli
lization, and fewer stafl™" The lower expense of ASCs
puts markel pressure on HOPDs to reduce cosls and
slreamline care, ulimately resuling in bwer costs Lo
insurance and the patient Lopes et al® found an 8.8%
inerease in annual proced ure volume in a Medicare popula-
Lion al ASCs, with a 10.5% increase in reimbursement per
case al these sites from 2012 o 2017, In 2018, CMS
updated reimbursement modalities for both facilities to
mave Loward sileneulrality in cost, although they esli-
mated thal mosl changes were expected Lo be a reduction
in HOPD costa ™ ASCs have also been shown in the litera-
ture o be assafe as HOPDs with equivalent low complica-
Lion rates for procedures such as hip arthroscopy, ACLR,
shoulder surgery, and others acres orthopasdic subspe-
cialties ™ ® Phymician ownership in ASCs has certainly
played a role in the movem ent of cases away Trom HOPDs,
Fhysicians who own a stake in an ASC ultimately garner

Page 61

a portion of the revenue the facility generates. Thus, there
15 a Anancial meentive Lo bring cases Lo Ltheir ASC instead
of an HOFD.

Procedures performed at HOPDs were also associated
with a mean inerease of $400 0 $500 n patienl paymenls
compared with ASCs. As the surgeon’s fees were equal
between sites for all proceduress, this doss nol explain the
abserved increase. The higher palienl payment appears
Lo stem from the higher facility fees at HOPDs compar ed
with ASCa Faclity fees were consslently higher al
HOFPDs, and while Medicare payments were also higher
al these siles, they generally did not Tully cover the
inereased facility fee. This led o a mean cosl increase of
nearly $450 Lo the patient when a procedure was per-
formed in an HOPD compared with an ASC, amounting
to 3% to 46% higher outol-pockel expenses o the
patients for the same procedure. Schoen et al™ in 2017
found that -one-fourth of Medicare recipients pay =20%
of their income an insurance premiums and medical care,
Therefore, Lthese savings provided by ASCs are especially
valuable to Medicare beneficiaries who already have costly
medical bills an top of trad tionally lower or fxed incomes.
Tao our knowledge, this study s the firsl assessment of the
differential patient payments between HOPDs and ASCs
for these sports medicing proced ures.

Not all patients are candidates for outpatient surgery at
an ASC. At HOPDs, surgeons are more aguipped to care for
patients with greater medical complexily, given acosss Lo
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medical specialists and the ability o admit patients whao
require extended observation. This has led o an emviron-
ment where older, sicker patients are more likely Lo
undergo surgery al HOPDs than ASCa Differences in
cost may refllect an attempt by HOPDS Lo recoup the cost
of earing for these more complex patienls W remain sol-
venl, When selecting appropriate patients for oulpatient
sueeess, orthopaedic sporls medicine providers need o con-
sider palient faclors— neluding medical comorbidities and
social circumstanoes,

Limitations of this study pertan o the wsage of publicly
available Medicare data provided by the CMS. The validity
of this data is based on proper CPT coding by surgeons and
argoing dalabase maintenanes. In additon, the database
estimates Lhe cost for individual CPT codes, whereas oflen-
Limes arthopaedic sporls medicne procedures include mul
tiple CPT codes being billed, given the diverse natlure of
Lhe &pecialty. We atlempled Lo contral for this by including
all available aulpatient CPT codes perlaimng o sporls
medicine procedures in the shoulder, hip, and knee. This
15 a study of Medicare payors only, which is particularly
imporiant as relalively few palients undergoing sporls
medicing  procedures have Medicare as ther primary
insurance. Yel the resulls may inform general paymenl
trends that ean be extrapolated to other medieal payors,
Future studies should evaluate the cost differences for var-
ious payor mixes apart from Medicare,

CONCLUSION

Our study demonstrates thal sports medicine procedures
performed al ASCs for Medicare recipients resull in consid-
arable overall Lotal cosl savings when compared with those
performed at HOPDs. Sports medicine providers should be
aware of differences in oosls when delermining the best
selling for these procedures.

Supplemental Material for this article i avaiahle at htips) fjourma ks
sapepuh.comydoi/full 10 1177/ 2E2596T1 2513 331 10@supplemen tary-
maierials.
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Outpatient versus inpatient lumbar decompression
surgery: a matched noninferiority study investigating
clinical and patient-reported outcomes
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DBJECTIVE Spine surgery represents an ideal target for healthcare cost reduction efforts, with cutpatient surgery
resulfing i significant cost savings. With an increased focus on value-based healthcare delivery. lumbar decompres-
sion surgery has been increasingly performed in the oulpatient setting when appropriate. The aim of this sthedy was bo
compare dinical ard pafient-reported ouwcomes following cutpatient and inpatient lumbar decompression surgery.
METHODS The Quality Outcomes Database (Q00) was queried for patients undengoing slecive one- or two-level
lumibar decompression (laminectomy or laminctomy with or without discectomy) for degenerative spine disease. Palients
were grouped as oulpatient if they had a length of stay (LOS) < 24 hours and as inpatient if they stayed in the hospital

2 M howrs. Patients with = T2-howr siay were excluded from the comparative analysis 1o increase baseline comparakl-
ity batwesn the two groups. To creabe bwo highly homogeneous groups, optimal matching was performed at a 1:1 ralio
between the two groups on 38 baseine vanables, including demographics, comoriidities, symptoms., patiert-reporied
scores, indications, and operafve details. Oubcomes of inferest were readmissions and recperations at 30 days and 3
months after surgery, overall safisfaction, and decrease in Oswestry Disability index (OD1), kback pain, and k=g pain at 3
mnths after surgery. Safisfaction was defined as a score of 1 or 2 in the North American Spine Society pafent salisfac-
tiom index. Noninferiorty of cutpabient compared with inpatient surgery was defined as risk difference of < 1.3% ata
ore-sided 97.5% confidence inferval.

RESULTS A total of 18,689 cligible one- and twoleve| decompression surgeries were identified. The matched shudy
cohorts consisted of 5016 patients in each groug. Monroutine discharge was slightly less common in the outpatient groug
[0.8% vs 0.3%, p = 0L04). The 30-day readmis=ion raies were 4.4% and 4.3% for the oulpationt and irnpatient groups,
respactively, while fhe 30-day reoperation rates were 1.4% and 1.5%. The 3-month readmission rates were B.3% for
both groups, and the 3-month reoperafion rates were 3.1% for the outpatient cases and 2.9% for the inpatient cases.
Owverall satisfaction at 3 months was B3.8% for the cutpatient group and B8.4% fior fhe inpatient group. Noninfierority of
outpatient surgery was documenied for readmissions, reoperations, and patiert-reporied saftisfachon from surgery.
CONCLUSIONS Owipatient lumbar decompression surgery demonsirated shghty lower nonroutine discharge rates in
comparison with inpatient surgery. Noninferiority in clinical oubcomes at 30 days and 3 months after surgery was docu-

ABBREVIATIONS ASA = Amencan Zocely of Aresthesiologists; 455 = ambulstory susgical cenier; CAD = coronary arery disess; COPD = chronic obetudie pulme-
naTduaue'LlJS length of siay; MCID = minimel cinically importand difierence; NAES = Mmsptneﬁn-mfrﬂﬁs mumeric rting scale; OOl = Omwesiry
Disability Index; PRI = pabient-reporied outcome; Q0D = Qually Dulicomes Distabese; SWD = siandandized mean difersnce
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meried for oupatient compared with inpatient decompression surgery. Addiionaly, oufpatient decompression surgery
performed norirfer oy bo inpabient surgery in achieving patient satisfaction from surgery.

hiprsaMhejns. orgidoifabs 03T 12022 3. 5PINEZ11558

KEYWORDS lumibar decompression; oupatient surgery; Quality Outcomes Database; readmizsions; repperations;

patieri-reported oubcomes; noninfiericrity analysis

tomy of laminotonty with or without discectomy,

is one of the most common spinal procedures, and
nnperformdmaddmssm:alspum]paﬂlﬂog}essuch
as lumbar stenosis and disc herniation ** Traditionally, the
procedure has required a 1- to 2-day inpatient hospital
stay, however, due 1o an increased focus on valee-based
healtheare, this procedure has been increasingly per-
formed in the outpatient setting when appropriate.

It was estimated that approximately 334 billiom was
spend in 2010 alone diagnosing and meating spine prob-
lems” Efforts to reduce the cost of spine surgery are being
miade becanss of the high prevalence of low-back pain and
the cost of diagnosis and mearment. Diespite the possible
cost reduction outpatient surpery can provide, there is a
cmernthatﬂmﬂmﬂ'uemethfqualﬂycﬁmgeryutpa—
tient outcome * MicTodiscectomy and micTolanyinec oy
are associated with a low rate ufsttrgxalmm;imanﬂns
making them ideal for the outpatient seting, and tms they
constitute 70%-20% of all outpatient spine sureeTy.*

While single-center studies have shown improved sat-

L umear decompression surgery, defined as laminec-

ompared ouipatient
decompression surgery, the assessments ofsafet_', and out-
comes ofl a large scale have vet to be reported " The goal
of this smdy was to compare the safety and efficacy of out-
patdent and inpatent lumbar laminectomy of laminotonyy
with or without discectonny.

Methods
Patient Cohort

The Lumbar Spine Surgery module of the Quality Out-
comes Database (Q0D)5 a quality regisory instinated by
the MNeuroPoint Alliance, was queried for patients under-
going lumbar decompression surgery, defined as laminec-
tomy of lamvinotonny with or without discectomy. The in-
cluded patents were allocated o inpatient and outpatient
eroups based on their duration of hospital length of stay
(LOS), with outpagents defined as those with an LOS of
less than 24 hours. To increase the comparability of the
two coborts, we inclided only patients with one- or two-
level surgeries, and we exclnded padents with an LOS =
T2 hours from the main cobort because the prolonged stay
was considered an indirect indicator of a complicated in-
hospital course. We analyzed these patients separately to
investgate differences in baseline characteristics and out-
comes berween them and the main cobort (Table 1)

Outcomes of Interest

The primarv endpoings of this study were 30-dav and
3-month readmission and reoperation rates. We also as-
segsed norroutine discharge (defined as discharpe desti-
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natgon other than home), patient satisfacton, and decrease
from baseline in Oswesoy Disability Index (ODI), back
pain, and leg pain 3 months after sureery. Patent satisfac-
ton was measured based on the Norh American Spine
Society (NASS) scale, a four-level scale im which 1 rep-
resenis “The surgery met my expectations”; 2 represents
“T did mot improve as much as I had hoped, and I would
not undergo the same meatment for the same oufcome™;
3 represents “T did mot improve as nmich as I had hoped,
and I would not underso the same meament for the same
outcome”; and 4 represents “T am the same or worse than
before treament ™ Patients were considered satsfied if
they had an NASS score of 1 or 2. The intensity of back
and leg pain at baseline and 3 months was measured via a
NUMETIc rating scale (INELS) (scores from O to 10).

Statistical Analysis

The hypothesis we aimed to test In this smdy was that
outpatient sUTgeTy Was nobinferior to inpatent surgerv in
terms of 30-day and SIust.hreadesmun and reopera-
tion rates. Far all four the alieTnatve
hypothesis was that pio) < pli) + d, where p{o) was the
probability of the adverse outcome in the oufpatent groap,
pli) was the probability of the adverse outcome in the in-
pandent group, and d was the acceptable difference (1.5%
in this study). For noninferiority to be documented, the
one-sided 97.5% conddence interval of the difference in
risk between the two groups had to be less than 1.5. The
vahie of d that we determined as acceptable in this smdy is
significantly lower than respective values in sentinel smd-
iesofspjna]]ﬂmnne.ﬁlmmmmammajmmaswss
whether the risk difference between owtpatent and inpa
tent surgery for any ufﬂmmmumwasmlj"

Coniinmous data are presented in the form of means and
standard deviations, while categorical data are presented
as frequencies and proportions. An unpaired two-sample
t-test was performed for the univariate analysis of contirm-
ous data, and Pearson’s chi-square test was performed for
cateporical data. Age was broken down into tertles based
o dismribugon. hultvariable logistic regression was per-
formed w0 identify characteristics independently associ-
ated with the outpatient or inpatient surgeTy stamus. B (ver-
sion 411, The R Project for Statistical Computing) was
usad for all statistical analyses ™= The results were consid-
ered statistically significant at p < 0.05. For the logistic
resTession, the rms package was uilized.
Optimal Matching

To create two hishly homogensous groups, we per-
formed individual matching of patients in the two groups
at a 11 ratin® Patents were matched on 38 baseline
varables, inchiding demoeraphics, comorbidites, base-
line symptomatoloey, baseling patient-reported outcomes
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TABLE 1. Comparison of inciuded cohort {< 72 hours of atay) and exciuded patients with = 72 hours of atay on
indicative baseline features and clinical outcomses
LOS <72 hrs (n=18,680) LOS 272 hesn=001)  Totaljn= 19,6000  pVale
Age, ws S6.0(15.3) 632 (14.2) 56.3(15.3) <0001
=[] 30.2 {6.2) 32.4 [7.1) 30.3(6.3) <0001
LS, days 0.5 0.6 5.8 (27.0) 0.7 (6.0 <0001
Smaking 3345 {17.9%) 128 (14.1%) 3473 {17.7%) 0003
Female sex BOBS (43.5%) 455 [49.9%) BS540 (4356%)  <0.0M
Feision surgery 1667 {B.93%) 114 (12.5%) 1781 (0.1%) <0001
Diabetes melits 3222 (17.2%) 283 [31.1%) 3505 (17.0%)  <0.00
CoPD 725 {3.9%) 50 (5.5%) T84 {4.0%) <0001
CAD 1B19 {9.7%) 148 (16.2%) 1967 (10.0%) <0001
ASA class <000
larll 12 376 (66.2%) 359 (38.7%) 12,720 (£4.0%)
Il ar v 6313 (33.8%) 550 (51.3%) 6871 (35.1%)
Dependent ambulasion 2338 [12.5%) 296 (32.5%) D624 (13.4%) 00N
Symgromasic disc hermiation 12,104 {54.8%) 363 [39.8%) 12467 (E36%)  <000M
Grade 1 spondyioiisinesis 1024 {5.5%) 35 (10.4%) 119 {5.7%) Q0M
Lumbar spinal stenesis 8631 [46.2%) RO [56.5%) 0240 (470%) <000
Adjacent-segment disease 341 {1.8%) 34(37%) 375 (1.9%) Q0M
0D score at bassline 466 [1TE) 550 (17.0) 463177 0
Back pain (MRS score) at baseling 6.3 (2.9) 74 27) £.3(2.9) <0.0M
Emplyment status 0.0M
Unemgiloyed BADE [45.0%) B9 [56.2%) 9009 (46.0%)
Employed o on shar-tam keave 10,283 {55.0%) 308 (33.5%) 10,551 {54.0%)
Insurance siatus <0
Medicars 57H (30.5%) 482 [52.0%) 6203 (31.6%)
Medicaid 915 {8.9%) 58 [6.4%) 973 {5.0%)
Private 11,248 {50.2%) 337 (37.0%) 11,585 (55.1%)
Uninsured 190 {1.0%) 5 (0.5%) 195 {1.0%)
VAJgovemment £15 (3.3%) 20 (3.2%) 544 {3.3%)
Leweds reated <00
1 5616 (31.0%) 204 [22.4%) 6020 (30.7%)
2 12,873 (68.0%) 707 [TT6%) 13,580 (E9.3%)
Minimally invasive approach A4B0 {24.0%) 115 (12.6%) 4595 (234%)  <0.0M
Incigental durotomy 141 {0.5%) 70 (7.7%) 1 {11 <0.0M
Length of op, mins 4.8 [36.5) 4.6 [56.1) 765 [38.6) AL0H
Monroutine discharge 04 {0.5%) 208 [22.5%) 302 {1.5%) <00M
Feeadmission win 20 days T3 (4.1%) 77 (8.5%) BE0 {4.3%) <00M
Feeop win 30 days 285 {1.5%) 59 [6.5%) 384 (1.8%) <00
Feeadmission win 3 mas 1114 {6.0%) 13 H2.4%) 1227 [6.3%) <00M
Feeop wiin 3 mos 550 {3.0%) 70 (7.7%) 629 [1.2%) <00

VA = Vetemns Affsim.

Vnlues are presemied as e rumber of pafients %) oo mean (30} unles strisd otherwise. Boldface ype ndicakes shatstical sgnificance.

(PROs), and operatve variables, inchuding the number
of levels meated, the duration of surgery, and the occur-
rence of an incidental durotomy. The totality of the vari-
ables on which the sroups were matched is presented in
Tables 2 and 3. The value of standardized mean difference
(SMDY) for sufficient matching was set at < 0.1. The opt-
mal matching algorithm from the Marchli package was
applied in this smdy.

Page 66

Results
Study Cohort

The hmbar module of the QOD inchides 72,504 pa-
dents. A flowchart oudining the filtering of the data set is
presented in Fig. 1. A total of 19,600 patients with one- of
wo-level decompression and available 3-month follow-
up were identified. Of these, 911 patients with LO5 = 72

J Neswosurg Spine Wolume 37 » Oclober 2022 48T
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TABLE 2. Baseling characteristica of the outpatient and inpatient groups prior to matching

Inpatient(n = 7565) Oulpafemtin=11128) Totaln=16,689) pwaue  SMD

Age, yrs

Miean 58.4 (15.3) 53.6 (14.8) S6.0 (15.3) <0.001 035

<50 1970 (26.0%) 431 (38.8%) 6281 (33.6%]

50-64 2259 (30.0%) 381 (34.3%) GOS0 (32.5%) <0.001

64 3326 (44.0%) 3002 {27.0%) E328 (33.0%)
BRI 0.5 (5.4) 300 (6.2) 30.2 6.2) <0001 0074
L35, hes <0.001

<24 0 {0.0%) 11,124 {100.0°%) 11,124 (59.5%)

24-28 6402 [54.6%) 0 {0.0%) 6402 (34.3%)

45-72 1163 [15.4%) 0 {0.0%%) 1163 5.2%)
Smoking 1218 [16.1%) 236 (19.1%) 345 [17.9%) <0.001 0079
Female sex IIT1 [44.6%) 4714 (42.4%) BOES5 43.3%) 0.003 0044
Revision surgery T00 (9.3%) 967 (B.7%) 1667 (5.9%) 0187 Q2
Oslecporsis 312 [41%) 289 [2.6%) &01 (3.2%) <0001 Q08
Diabetes melius 1593 (21.1%) 1620 {14.6%) 3222 (17.2%) <0001 OiEs
COPD 333 [44%) 392 (3.5%) 725 (3.9%) 0002 004S
CAD 542 (12.5%) BT (1.9%) 1819 (9.7%) <0001 Q152
Chronic Kidney disease 226 (3.0%]) 5 (1.9%) 441 (2.8%) <0001  00ES
Parkinson's disease 42 (0.6%) 29 [0.5%) T [Q.8%) 0.0 s
Mulipie sclerosis 26 (0.3%) 44 [0.4%) 70 [0.4%) 0.550  0u009
Anicoagulation at baseling 1788 (23.6%) 2829 (25.4%) 4617 [24.7%) 0.005 0042
Depression 1595 (21.1%) 2089 (15.8%) 3684 [19.7%) <0001 0055
Anxiety 1271 [16.8%) 2015 {18.1%) 3286 [17.6%) 0.0X1 0035
ASA class <0001 0.3F

larll 4254 (56.2%) B122 (T3.0%) 12, 376 [66.2%)

morn 3311 (43.8%) 3002 (270%) 5313 [33.8%)
Dependent ambulation 1220 (16.1%) 1108 {10.0%) 2328 (12.5%) <0001 084
Education level <0001 0uDEt

Graduate level 2797 [FT.0%) 4496 [40.4%) 7293 [39.0%)

High school or less 35 [47.0%) 4586 (43.9%) BS07 [45.55%)

Posigraduate level 147 [15.2%) 1742 15.7%) 2859 [15.5%)
Sympiomatic disc herniation 400 [53.4%) BOBS (72.5%) 12,104 [54.8%) <0.001 0404
Grade 1 spondylnlisinesis 532 [T.0%) 407 [4.4%) 1024 [5.5%) 0.0 om2
Lumbar spinal sienosis 4305 (56.9%) 4326 (38.9%) 8531 [46.2%) D01 03&
Adjacent-segment dizease 196 (2.6%) 145 [1.3%) 341 [1.8%]) <0001 0,083
Mechanical disc colapss 16 (0.2%)] 22 {0.2%) 368 [0.2%) 0.838 0.00G
0D score at baseling 457 (17.4) 46.5 (17.8) 6.6 (17.5) 0435 0012
Leq pain [NRS scorg) at basslineg 0 [28) 6.9 [2.8) 70 [2.8) 0.600 D008
Back pain (NR.S 560re] ai baseling 6.4 [28) 6.2 (2.9) 6.3 2.9) <0001 0.082
Seff-reported race 0.2 0053

Aftican American 435 [5.8%) T03 [6.57%) 1138 [E.1%)

Caucasian EET2 [20.8%) 10,133 (91.1%]) 17,005 [91.0%)

Other 58 [3.48%) 288 (2.6%) 545 [2.9%)
Empicyment sEus D00 03

Unemployed 4156 [55.3%) 4220 (37.59%) 5406 [45.0%)

Emiploryed or on shork-term leave 3379 [44.7%) 6904 (62.1%) 10,283 {35.0%)
Insurance sialus 0001 0249

Medicare 3018 [39.9%] 2703 [24.3%) 5721 [30.6%)

Medicaid 415 [5.5%) 500 {4.5%) 915 [4.9%)

CONTINUED ON FASE 450 =
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TABLE 2. Bassline characteristics of the outpatisnt and inpatient groups prios to matching
Ingatient 0 = 7565) Oulpatient (n=11124) Totaljn=18630) pValue SMD

Insurance status jcontinued)

Prisate 3772 [49.9%) TATE [E7.2%) 11,245 [E0.2%)

Uninsured 09 [1.3%) o1 J0.B%) 180 [1.0%)

VA/govamment 261 [3.5%) 354 (3.7%) 615 [3.3%)
‘Worksrs' compensation 251 [3.5%) AT [4.3%) T35 [3.9%) 0004 0043
Liability ciaim 244 [3.2%) 36E (3.3%) 510 [3.3%) 0BT DO
Levels trealed 0,001 0OST

1 2335 [29.6%) 3580 {32.2%) 5816 [3.1%)

z 5320 [70.4%) 7544 (E7.8%) 12,873 [E8.5%)
Minimally imvasive appnoach 1230 [16.3%) 3250 {29.2%) 480 [(M0%) 00 0313
Incidental duratoerry 09 [1.3%) 42 10.4%) 141 [0.B%) 00 0402
Predominant sympiom 0002 D043

Pain 6391 [B4.5%) 9591 (BE.2%) 15,952 [B5.5%)

Weakness 344 [4.5%) 420 (3.8%) TE4 [4.1%)

Kumbnesstingling B30 [11.0%) 113 {10.0%) 1943 [10.4%)
Symplam duwration, mes 00 05

<3 1123 [18.5%) 2143 [19.3%) 32372 [17.5%)

3 5435 [B5.19%) £981 (BOLTH) 15,417 [B2.5%)
Length of op, mins BE.D [42.3) £6.5 (20.4) T4E [355) <0001 056

Values are presemisd as the rumbser of pafients (%) o mean (30) unless sivisd otherwise. Boliface bype indicaizs statistically signifcan dffe-

ences represenied as po< 005 and SMD =01,

hours were exchnded to increase the homogeneity of the
inpatient and outpatient groups. An analysis of baseline
characteristics and outcomes of these patents compared
with the rest of the cohort demonsrated that the exchuded
patents had significantdy more comorbidities and worse
preoperative stamus, as well as significantly worse postop-
erative outcomes (Table 1).

A total of 18,685 patents (11,124 outpatients and 7,565
inpatients) who underwent himbar decompression sur-
zery for = 2 levels and with at least 3 months of follow-up
were included in the main cohort. Baseline characteristics
of this proup pror to matching can be seen in Table 2.
Patients undergoing cutpatient lnmbar discectomy were
then optimally matched against inpatients in a 11 rato,
vielding two groups comprising 5016 patients each. Af-
ter matching, the mean age was 36.8 (5D 14.8) vears, the
mean BMI was 30.2 (SD 6.2), and 44 1% of patients were
female (Table 3).

Predictors of Inpatient Status

Multivariable logistic repression was performed o
identify characterisics independently associated with a
hospital LOS = 24 hours (inpatient kospitalizaton). Fac-
tors associated with inpatient hospitalization inchided age
> &4 years, female sex, diabetes mellims, coronary artery
disease (CAD), American Society of Anesthesiolosists
{ASA) class ITH or TV versas [ or IT, dependent ambulatory
statns, depression, himbar stenosis, adjacent-seement dis-
ease, higher back pain NES, other versus AfTican AmeTi-
can self-reported race, uninsured versus Medicare insur-
ance stams, incidental durotomy during surgery, lex and
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length of surgery. BMI = 28, smoking, chronic obstc-
tve pulmonary disease (COPLY), antiplatelet/'anticoagulant
Medicare insurance status, actve emploviment of on shott-
termn leave status, and private insurance were associated
with curpatent surgery (< 24-bour LOS) (Fiz. 2).

Honroutine Discharge, Readmission, and Reoperation
Rates

Nonroutine discharge was rare in both groups, and it
was statistically sienificantly more common in the inpa-
tient group than in the outpatient group (0.6% vs 03%. p
= (0.01; Table 4). The overall readmission rate at 30 days
was 4.3% and was not significantly different betwesn in-
patent (4.3%) and cutpagent (4.4%) groups (p=0.77). The
overall reoperation rate at 30 days was 1.4% and was not
dgnificantly different between inpatient (1.5%) and out-

patient (1.4%) groups (p = 0.45). At 3 months, the overall

mad.msmnmtewﬁﬂ-%mdmmtmgmﬁmtﬂydﬁ-
ferent between groups (6.3 vs 6.3%, p =10.87). The overall
reoperation rate at 3 months was 3.0% and also not sig-
nificantly different between groups (2.9 vs 31%, p =068

Noninferiority of ouipabent surgery, when compared
with inpatient surgery, was documented for all primary
outcomes (Fig. 3).

Three-Month PROs
Orverall satisfaction (NASS scome 1 or 2) at 3 months
was B5.6% and was @imilar between outpatent and in-
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TABLE 3. Bassline characteristica of the outpatient and inpatient groups after mabching

Inpatient (= 5016)  Ouipatient jn=5015) Total (n= 10,032)  p Valwe SMD

Age, yrs

Mean S6.8 [14.5) S6.8 (14.8) 565 [14.8) 0846  00m

<51 1655 (33.0%) 1643 [32.8%) 3268 [32.9%) 0.925

»65 1650 (33.5%) 1598 (33.9%) 3378 [33.7%)

51-65 1681 (33.5%) 1675 (33.4%) 3356 [33.5%)
Bral 303 (6.3 30.2 6.3 302 [6.2) 0.6M 0010
LOS, days 0.0

o 0 0.0%) 5016 [100U0%) 5016 [S0.0%)

1 2416 (58.0%) 0 {0.0%) 4215 [44.0%)

2 BOD (12.0%) 0 {0.0%) GO0 50
Smaking B41 (16.8%) 858 [17.19%) 16849 [16.9%)] 0.651 R[]
Female s2x 2760 (45.3%) ST (43.0%) 4475 [44.1%) 0024 0045
Rzision susgery 458 (9.1%) 4234 (B.5%) BE2 [BL8%) 0.2 00
Oslecpomnsis 179 (3.6%) 164 (3.3%) 343 [34%) 0.410 Q.016
Diabetes melitus 043 (18.8%) BT (17.5%) 1619 [18.1%) 0.083 0035
COFD 198 (4.0%) HB {4.3%) A7 [42%) 0342 0oe
CAD 534 (10.6%) 535 {10.5%) 1053 [10.6%) 0770 0005
Chromic kidney diseass 128 (2.6%) 126 [2.5%) 254 [2.5%) 0.890 0003
Parkinzon's disease 22 0.4%) 1 {0.4%) 43 [0.8%) 0.879 Q.003
Muliple sclerosis 13 (0.3%) 10 {0.4%) 32 [0L3%) 0.258 X1y |
Antcoagulation at bassling 1040 (20.7%) BT (23.5%) 2XM [22.1%) <0.001 0,068
Dipression 1045 (20.8%) 992 {19.8%) AT (20.3%) 0158 0026
Anmety B (174%) BES (17.2%) 1736 [17.3%) 0.874 0003
ASA class *0.5999  <00M

laril 3192 (53.6%) 3192 {63.6%) 6384 [53.6%)

LE 1824 (36.4%) 1824 [36.4%) 3648 [36.4%)
Dependent ambulaton 527 (10.5%) 537 {10.5%) 1054 [10.5%) »0.939 <000
Educatian level [iRE]] 0036

Graduate level 1908 (38.0%) 1920 (38.3%) 3825 [35.2%)

High schood or less 381 [47.5%) 2311 (46.1%) 4642 [46.8%)

Fostgraduate level TIT (14.5%) 785 [15.6%]) 1512 [15.7%])
Symptomatic disc herniation 3162 (53.0%) 62 (53.0%) 6324 [53.0%%) »0.939 <000
Grade 1 spondyiolisthesis 170 (3.6%) 179 {3.6%) A58 [3.6%) 1990  <0u0m
Lumbar spinal sienosis 2453 (49.1%) 2434 (£8.5%) 4857 [45.8%) 0.562 ama2
Adjacent-segment diszase 103 [2.1%) B4 1.7%) 157 [1.9%]) 0181 0028
Machanical disc colapse 8 0.2%) B{0.2%) 16 [0.2%) 0899 <000
0D score at baseline 45.9 (17.5) 46.4 (17.5) 465 [17.5) 0124 0031
Leq pain [NRS 5c0r2) at bassineg 7.0 {2.6) 6.9 |26 70 [26) 0.405 M7
Back pain (MRS score) at baseling 6.4 (2.8) 6329 6.3 [2.8) 0.226 o4
Seff-reported race 0.234 Q034

AFican American 80 (5.6%) 279 {5.6%) 558 [5.6%)

Caucasian 4550 (90.9%) 4551 91.5%) 9151 [91.2%)

Other 176 (3.5%) 146 (2.0%) 3122 [3.0%)
Empicyment status 0.0&2 0035

Unempioyed 2457 [49.0%) 2370 |47.2%) 4857 [45.1%)

Employed or on short-berm leave 2550 (51.0%) 646 (52.8%) 505 [51.9%)
Insurance siatus 0109 0.055

Medicars 1705 (34.0%) 1647 (32.5%) 3352 [33.4%)

Medicaid 56 (5.1%) 245 (4.9%) 501 [5.0%)
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TABLE 3. Bassline characteristica of the outpatient and inpatient groups after matching
Inpatientn=5016) Oulpatientn=5015] Total(n=10,052) pValue  SMD

Insurance siatus jcondnued)

Priva 2820 [56.2%) 2907 (58.0%) 5727 [57.1%)

Unintsuresd 50 [1.2%) 38 {0.8%) 35 [1.0%)

VA/govemment 175 [3.5%) 179 {3.6%) 354 [3.5%)
‘Waorkers' compensation 200 [4.0%) 197 (3.5%) 397 [4.0%) 0,878 0.003
Liability ciaim 154 [3.1%) 150 (3.0%) 304 [3.0%) 0.816 0005
Levels reated 0665 0009

1 1613 [32.25%) 1503 (31.8%) 3206 [22.0%)

2 34005 [57.5%) 3423 [68.2%) 6825 [£5.0%)
Minimally imvasive approach 516 [16.3%) B16 [16.3%) 1632 [16.3%) 30058 <000
Incidental durotoey 3 [01%) 3{0.1%) 5 [DU1%) 30009 <000
Predominant symplom 0579 Do

Pain 4745 [B4T%) 4245 (B4 E%) 2403 B4 T%)

Weakness 200 [(4.0%) 210 (4.8%) 419 [4.2%)

NumbnessHingling 565 [11.3%) 552 [11.0%) 20 [11.2%)
Sympiom duraticon, mos. 0688 0.008

<5 829 [16.5%) B44 [15.8%]) 1673 [16.7%)

33 157 [B3.5%) 4172 {83.2%) 5359 [B3.3%)
Length of op, mins TAD [27T) 73.5(275) T3.8 [277) 0345 OO

Wnlues are prezenied as the rumber of pafients (%) o mean (30) unlesy stsied otherwise. Boliface bype ndicales statisticsl signiicance.

patient proups (884 vs 88.8%, p = 0.53; Table 5). Nonin-
feriority at the specified margin of 1.5% risk difference
was demonstrated for outpatient compared with inpatient
surgery. The ODI score at 3 months was lower in the out-
compared with inpadent group (207 vs 224, p <
0.001). The decrease from baseline ODI score and the per-
difference (MCIDY) in ODI score at 3 months were -
cantly greater in the outpatient cohort (237 vs 245 p <
0.001; and 73.8% vs TL.6%,. p = 0011
The mean NES lep pain score at 3 months was 2.3 in
the outpatient and 2 4 in the inpatient cohorts, demonsoat-
ing a decrease by 4.6 points from baseline in both groups.
Despite the fact that differences in the mean 3-month leg
pain weTe not statstcally sienificant, the rate of MCID

achievement was, favoring cutpatent surgery. Resarding
NES back pain, ouipatient surgery was assoclated with

slightly lower scores at 3 months, which were not signifi-
cant in terms of MCTD achievement

Discussion

The estimated cost of resources targeted toward the
diagnosis and of low-back pain each vear is
approzimately 390 billion * Given the substantial cost as-
sociated with spinal disorders, efforts to reduce cost in this
field are critical Specifically, lumbar decompression is
one of the most common sureical e performed in
the US across all specialtes, with more than 450,000 pro-
cedures performed annually! A mansition from inpatent
to ambulatory surgical centers (ASCs) for spinal disorders
has progressed rapidly. This transition has been associated
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with cost savings of more than $2000-33500/case without
evidence of compromsing outcomes, complications, or re-
admission rates.s=*

Other presumed benefits of oufpatent spine surpery
include earlier and greater patient mobilizaton leading
0 lower rates of deep venous thrombosis and atelectasis,
decreased rates of postoperative urinary retention, and a
shorter duration of exposure to virlent bospital pathoeens
that may potentally result in fewer cases of hospital-ac-
quired and other infections. Several other sur-
zical subspecialties have shifted to more outpatient-based
meaments with a mend toward decreased complication
mtes A ¥y

The zafety and efficacy of owtpatent lumbar spine
surgery have been previously reporied, with studies dem-
onstratng improved satisfacton, sholtel Iecovery peri-
ods, and lower complication rates with outpatient sur-
gerys - However, the majority of these smdies involve
smaller, single-centel patient coborts. These smdies have
dmmmmedﬂmsaﬁtyanﬂefﬁcacynfmnpaﬂmtmmml
SUIgeTy in select

Pammmnmremmmkrymdﬁummngmm
likely to bemefit from early mobilization and discharge,
with patent comorbidities, preoperative baseling func-
ton, and namre of pathology all contriboting to this deci-
sion. Prior smdies have suggested that ideal candidates for
outpatient surgery inchnde those < 70 vears of age with
lowr padent comorbidity (ASA classes I and IT) and ide-
ally single-level pathology =" Alternatively, an inpatient
stay allows for close mondtoring of the surpical wound for
infection or hematoma formaton as well as neurological
changes possibly requiring ureent INteTvenbon. SOme sur-
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Fl&. 1. Fiowchart of the Sitering process of the iotal cohort, with reasons for exclusion and respective patient numbers.

zeons have cautioned against the increasing prevalence of

mure is the definition of cutpatient surgery. Prior studies ex-
bar discectomy have defined Jent stams as pabents
who were the same day™™ of padents who
staved = 1 night at the hospital, ** and some studies did
mot provide a quantitadve definition ® A smdy examining
the ACS-NSQIP (AmeTican College of Surgeons National
Surgical Quality Improvement) database definition of out-
patent versus inpadent anteTior cervical dlmmmyand
fusion and lumbar discectonry found that 41% of “oupa-

432  JMeurcsur Spine Violume 37 * Odiober 2022
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gent” lombar discectomy patients had an LOS = 0 days
In the present study, cutpatent surzery was defined as
patent admission and discharge within a 24-hour period.
However, this cutoff may have also included patients who
underwent afteTnoon surgery and were kept overnight Un-
fortunately, these two different patient groups could not be
separately analyzed udlizing the QOD memics.
Addinionally, outpatient surgery can be performed in
a hospital setting or ASC. Ouipatient spine surgery in a
hospital setting eases the ability o conwert a patient from
observation status to full inpatent admission. On the con-
ary, ASCs rypically require admission and discharge on
the same calendar day. While the majority of participatng
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FiG. 2. Multivariable analysis of baseline patient characleristics associated with allocation 1o the inpatent or the outpatient group.
Dds raties and 95% conddence intervals are represented. Figure is available in color onling oniy.

QOD sites are larpe academic Ceniers, some OpeTations
were performed in ASCs affiliated with a participating
site. However, the Q0D is not desiened to capmre this
specific data point.

The present smdy identified factors that cary bias to-
ward an inpatient stay after lumbar decompression sur-
ety inchiding age = 64 vears, CAD, higher ASA class,
dependent ambulation, incidental durotomyy, and longer
duration of surgery. Imterestingly, among the featires as-
sociated with outpatient surgery was a patient history of
COPD and antiplatelet/anticoagnlant use. Both these fac-

7S May seem counterinomitive; however, another possible
explanation would be that the predisposition of the former
eroup of padents to lower respiratory infections and of the
latter to venous thromboembolism may incentvize provid-
eTs to reinforce early mobilization and shorter hospitaliza-
ton. Unformmately, being unable to distnguish betwesn
antiplatelet and anticoagulant use and not having access o
perioperative administratdon details, we could not invest-
oate this topic further.

The smdy design songht to conirol all of these factors
through optimal matching across 38 covariates, including

TABLE 4. Comparigon between outpatient and inpatient groups in terms of clinical outcomes

Mo. of Patients (%)

inpatient fn = 5016) Oulpatient jn=5018)  Total jn= 10,032  pValue
Nonmutine discharge 32 [0.6) 15(0.3) 47 [0.5) 0013
FReadmission win 30 days 215 [4.3) 2 4.4 435 [4.3) 0768
Feop win 30 days 1.5 68 [1.4) 145 [1.4) 0452
Feadmission win 3 mos 314 (5.3) 38 {6.3) £32 [6.3) 0888
FLE0D Wi 3 mos 146 (2.09) 153 (3.1) 299 [3.0) 0681

Boldface byps indicates statistical significance.
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multiple patent comorbidities and anatomical variables. In
the comparative . we included only patients with =
2 levels treated who stayed < 72 hours total to best isolate
for the infinence of an outpatient versus inpatient stay and
o maximize clinical equipoise. A comparative analysis of
patents with = 72-hour LOS and the rest of the cobort
demonstrated significant differences in terms of baseline
characteristics and outcomes, justifving our decision to
exchude the former group from the comparative analysis.

Our analyses demomstrated no sionificant differences
in 3)-day or 3-month reoperation and readmission rates
between outpatient and inpatient groups. Addifionally, we
were able to document noninferiority of outpatient umbar
decompression (o inpatent surgery for these primary out-
COomes.

Monroutine discharge was found &0 be shightly lower
with ourparient surgery. This conld be artributed to poten-

exposire o the hospital environment. Regarding PROs,
outpatient surgery demonstrated a

advantage in ODI scores, WERS leg pain scores, and NRS
back pain scores at 3 months; these differences were sta-
dstically sionificant but of limited clinical importance.
Importantly, noninferiority of cutpatent surgery at the
3-month ﬁaﬂm-mm terms of patient-reported satsfaction
was found, which has not been documented in the litera-
mre, to our knowledge.

This multcenter regisiry stdy represents the latpest
cohort of patents (n = 19,600) examined thus far regarding
outcomes, complications, and reopeTation rates after ont-
patient versus inpatient imbar discectomy. This is also the
first noninferioricy smdy on the topic, and it is sufficiently
powered to detect a risk difference as small as 1.5%. Puge-
Iy et al. used a propensity score—adjusted prospective co
hort study design comparing 2658 inpaternts and 1632 mt-

tial differences berween patent ations for which we patents who underwent umbar discectomy and found a
could not adjust, hltltcm]dalsu a finding, represent- Iu,ghfrmteufcca:n{ﬂma‘umsfor . However, that
ing the effect of early patient mobilization and decreased smdy only examined 30-day idity from the NSQIP
TABLE 5. Compariaon between outpatisnt and inpatient groups in terma of PROS
Inpatient jn=5018] Ouipafientn=5018] Totaljn=10032) pValue
Safsfacton [MASS score 1 or ) at 3 mos 4433 [BS.4%) 4453 (58.5%) BEEE (BALE%) 0530
Maximal satisfaction (MASS score 1) at 3 mos 3365 [E7.1%) 3403 (67.5%) 6768 |57.5%) 0.418
0D score at baseling 46.9 [17.9) 46.4 [11.5) 46.6 (17.5) oz
00l score at 3 mos 224 [18.9] 20.7 (19.0) HE (1.0 <0
Decrease from baseine in 0D score a1 3 mos 245 [211) 257 (21.3) 251 4211) 000
MCID in OO score a1 3 mos IS8T [71.6%) 3702 [73.5%) T288 (T27%) oo
Leq pain (NRS) al baseling 7025 59 25) 70§25 0405
Leqg pain (NRS) a13 mos 2429) 23i29) 24429 0076
Decrease from baseine in leg pain a1 3 mos 46 [35) 46 3.5 46 (3.5 0406
MCID in leg pain a1 3 mos 3825 [78.2%) 4016 (50.1%) 7941 (79.2%) 0o2s
Back pain {NRS) at baseline 6.4 [25) 5.3 (219) 6.3 {2.5) 0236
Back pain (NRS) 313 mas 2925 27 27) 28§2.7) owm
Decrease from bassine in back pain at 3 mos 3533 36i3.3) 3.6 ¢3.3) oo
MCID in back pain a3 mos 3635 [72.5%) 3692 [TI.5%) 7337 (T30%) o200
Walues are presented as fhe umber of pafients |%) or mean (20 unless stried otherwize. Bokiface bype indi ical signiicance.
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and did not include PROs. In contrast, in our analysis,
the nomingeriority of cutpatient compared with inpatient
SUrgery in terms of patent satsfaction was documented.
Additionally, in the shudy by Pugely et al, the superiority
of oufpatent surgery in terms of 30-day morbidity meost
likely reflects insafficient clinical equipoise due to the lack
of sramnlarity of the repistry they used *< Helseth ot al.
prospectvely recorded complicadons and readmissions in
1449 ontpatients urbd:[m cervical (n = 376) and Jum-
bar (n = 1073) procedures = They reported a 3.5% overall
complication rate and a 1.5% 3-month readmission rate.
Importantly, all life-threatening hematomas in this seres
were detected within 3 hours after lumbar spinal surgery.
These smdies and others have all demonsmated the com-
parative safety m:ustsmwgsmmedmmpamm
mmm T2 THILA

Given the demonstration of noninferiority of
himbar discectomy in terms of nonroutine discharge, 30-
day and 3-moenth readmissions, reoperations, and patient-
reported satisfaction compared with inpatent surgery, the
present sudy provides robust evidence encouraging ont-
patient lumbar decompression surgery. The fact that the
conchusions of this study are drawn from real-world data
with significant clinjcal comparability between the proups
smdied further enhances the clinical applicability of the
findings.

While attempts have already been made to identify
optimal patienss for cuipatient cervical sureery, -+ funme
smdies using large databases may seek to determine the
optimal patient population for outpatient lumbar suTgery.
These may serve to expand indicatdons for cutpatient sur-
2eTy 1o those in need of arthrodesis and other more com-
plex umbar procedures. The increased adoption of and
proficiency with minimally invasive techniques will fur-
ther spur the rend toward owpatent-based spinal proce-
dures. These efforts will allow for maximal healthcare cost
reduction and cTeate more optimal resource utilization at
a time when these topics are at the forefront of healtheare
ecanomic policy.

Limitations

There are some limitations to the current study. First,
this was an observational smdy, and patients were Dot Ian-
domyized. Surgeon choice to perform cutpatient versus in-
patent surgerv introduces an inherent selection bias, with
outpatient procedures involving wvounger pabents with
fewer comorbidities. To control for this, optimal matching
was performed across 3B variables of inferest with SMD <
0.1 for all variables. Although we emploved optimal indi-
vidual matching to reduce potential bias from confound-
ing variables, it is possible that variables not collected and
adjusted for could have affected the results. Specifically,
preoperative opicid usage, sienificant blood loss, and bi-
lateral procedures have been associated with unfavor-
able postoperative course, and these data points were not
matched for in the present study. As with any stdy using
a mulfi-institutional regisiry, this analysis is Liable to the
effect of diversity in practice among providers and hos-
pitals; we could not measure or adjust for such an effect.
While outpatient surgery was defined as LOS < 24 hours,
this could also inchide patients kept overnizht for observa-

Page 74

Mooy etal

ton. Additionally, while the (OD primarily includes data
from large academic and hospital-based centers, some op-
eTations were performed at ASCs, and these two different
groups could not be separately analyzed using QOD met-
rics. Finally, early postoperative morbidity was illustrated
as readmissions and recperations, but minor complications
that did not require hospitalization were not caphred.

Conclusions

Lumbar spine ession SUrgery Iepresents an
ideal target for healthcare cost reduction. Cutpatent Inm-
bar decompression surgery demonstrated noninfeTior out-
comes at 30 davs and 3 months after surgery compared
with inpatient surgery. Spine surgecns should consider
cutpatient lumbar decompression surgery in appropriately
selected patients, encouraging early patient mobilization
and decteasing the risks of hospital-associated complica-
tions and infections while maximizing healtheare savings.
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In Memoriam

It is with the decpest regret that we report the passing of Dr.
Clinton J. Devin on December 10, 2021. Dr. Devin was one of the
founders of the Quality Owtcomes Database, as well as an exem-
plary surpeon, a prolifie scientict, and a dear colleague and friend.
He will be zreatly missed and always remembered by all of os.
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Same-day spine surgery at an ambulatory surgical
center versus hospital outpatient department: a
propensity-matched analysis of complications and
patient-reported outcomes using the Michigan Spine
Surgery Improvement Collaborative Registry
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decompression in the ASC. Given similar owicomes, future shadies should focus on patient and payer cost differences

E=tween ASC and HOPDL

higpszMhejns.orghdoiabs 03T 12025.10.SPINEZS 01

KEYWORDS oufpatient spine surgery, same-day spine surgery; hospital oulpatient department; lumibar
decompressior anteror cervical discectomy and fusion; anterior cervical arthroplasty, degenerative

sFRovEMENTS IN padent education'preparaton, suI-

gical technique, perioperative anesthesia, and nmlt-

modal pain management have resulted in increased
mmigration of spine sursery from the inpatent to the outpa-
fient sefting! Many spine surgical procedures have been
safely performed without an inpatient stay, MOSt COMIMON-
Iy mtenmmerﬂca]dlmummmm{;@ﬂmm-
temior cervical discectomy and arthroplasty (CDAF
nmbar laminectomy andior microdiscectomy e Less
commonly, lmbar arthrodesis, limbar disc replacement,
and mulnlevel cervical arthrodess (= 3 levels) have been
done zafely in the oufpatient setting. ™

Given the migration of care o the oufpatent seting,
freestanding ambulatory surgical cemters (ASCs) have
STOWIL a5 sites of service for spine surgical procedures.
Compared o hospital outpatient (HOPDs),
ASCs may u:ﬂfe:ramgmﬁcmm loweer cost of care with-
out sacTificing outcomes, leading to better valne for both

and payers. = Addin ASCs also offer

Bl T A, A0 et
2 more personalized expenience and more expeditiously
complening procedures and discharging patients home ==

Despite the safety of outpatient spine surgery and the
enthusiasm surrounding patent experience improvement,
spine sureery migration from HOPD o ASC has been
slow. Owerall, the prowth of spine surpery at ASCs has
mot kept up with the rate of outpatient surgery performed
at HOPDs ** Some authors have questioned the safety of
performing spine surgery in an ASC, which may be due
o surgeon preference of fear of complications away from
thie support of a hospital ¢ Another barrier to transition
could be related to hospital employment of surgeons and
lack of available resources tuperfumsurgm’:,alanAEC
Addinionally, conflicts reganding the definition of “ouipa-
tient” (same-day discharge vs 23-hour observation), and
their m:lp]xaums on the ability to adequately compare
spine surgery performed in the ASC versus the hospital,
hamledto miskading or poorly peneralizable results in
the literature = Given this, we performed a retrospective
study of a tvely maintained, statewide,
cigimammnpm the clinical mmms.mmmpﬁ-
tions, and reoperations between spine sursery performed
in an ASC versus HOPD with same-day discharge.

Methods

This study was conducted in accordance with an IRE-
approved protocol and complied with all local, state, and
federal repulations.

Patient Selection/Matching
After IRB approval, the Michigan Spine Surgery Im-
Collaborative (MSSIC) mesistry, a prospec-
tively maintained, statewide, spine-specific database, was
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queried for all pagents who underwent outpatient ACDE
{1 or 2 levels), CDW (1 or 2 lewels), or lombar decompres-

sion (ascertained through review of operatdve notes) with
same-day discharpe from Jamoary 1, 2021, to June 30,
2023, and were followed for 1 vear from their index opera-
ton. Details regarding MSSIC, inchiding member facili-
ties, patient characteristics, and data characteristics, have
been previously published == A retrospective review of
progpectively collected data was conducted, comparing
patients who underwent a spine surgical procedure in an
ASC with those who had it performed at an HOPD with

Outcome Measures

The primary outcome variable investzated was any
complication (mortality, cerebrospinal fiwid leak, deep
vein thrombosis [DVT ] pulmonary embolism, ileus, myo-
cardial infarction, myelopathy, new nenrclogical deficit,
stroke, surpical site infection [SSI), urinary retention,
wound dehiscence, relwm to operating room [OF], and re-
admyission), determined through abstraction of the medi-
cal record (surgecn notes, hospital records, operative re-
parts, ete ), as described previously = Renon to OF. and
readmission were also investipated individually. Secomd-
ary ouicomes inchided patient-reported outcomes (PROs)
at 90 days and 1 year (ie., PROMIS Physical Function
score, patient satisfaction based on the North American
Spine Society patient satisfaction index, EQ-50 score, and
0- to 10-point score on the numeTtic ratng scale for back!
leg pain for lnmbar patenis and reck/amm pain for cer-
vical patients). Additionally, emergency department (ED)
visit within %0 days after discharge and refum to work at
90 davs and 1 vear were also examined.

Stafistical Analysis

Univariate analysis was performed for anterior cervi-
cal and lumbar decompression patient groups, comparing
ASC and HOFD cohorts within each gToup. A propensity
score—matching approach was used to balance the distn-
bution of baseline covariates berween HOPD and ASC pa-
tents. First, propensity scores were estimated nsing nule-
variate bogistic reeression, in which pagent BMT, American
Society of Anesthesiolopists physical stams class (ASA),
and rmmber of levels were the predictors of being operated
on in an HOPD or ASC. These variables were selected on
the basis of the lLiterature of factors supporting an ASC
setting for spine surzical procedures. After propensity
sCOre estimation, we performed tests o confimm that the
mean propensity scores did not differ betwesn the HOPD
and ASC groups, and balance was achieved between the
HOPD and ASC proups for the 3 variables included in
the regression model (BMI, ASA | and number of levels).
HOPD cases were then matched to ASC cases using the
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propensity scores. We employed a caliper matching and
{optdonally) ezact matching algorithm, without replace-
ment, given the advantage of improved comparability of
aroups and less bias. Caliper width was set at 0.2 of the
standard deviation of the logit of the propensity score, fol-
lowing commeon practice. A 41 matching ratic betwesn
HOPD and ASC cases was chosen considering that we had
almost 6 tmes more HOPD cases than ASC cases. Match-
ing muitple HOPD cases to 1 ASC case can improve the
representativeness of the HOPD group, substantally in-
crease the overall sample size, and therefore increase sta-
tstical power and precision. Differences between HOPD
and ASC patients were tested using the chi-square or Fish-
€15 exact tests for categorical variables, (-tests for normal-
Iy distrimted variables, and Mann-Whitney U-tests for
variables that were not normally distriboted.

Multivariate analysis was performed for the matched
himbar decompression coborts to help further control for
differences in baseline characteristics after matching. The
oeneralized estimating equation model was emploved to
conirol variance soucture and chistering error. A Poisson
fammily distibuton with robust variance estimates and a
log link function were also used to directly estimate risk
ratios fol nonrare outcomes. Incidence rate ratos (IREs)
and p values for different outcome measures were calcil-
lated. Multivariate analysis for the anterior cervical cobort
was not performed, as the small sample size limited our
ability to detect a sipnificant difference.

Results

In total, 5266 patents who underwent outpatient hum-
bar decompression and 1144 patients who underwent out-
patent ACDF/CDA were included in the initial review.
After undergoing based on BMI, ASA =11, and
mumber of levels operated on, 3351 (63.6%) patients who
underwent outpatent himbar decompression (2679 HOPD
and 672 ASC) and 806 (T0.4%) patients who underwent
anterior cervical arthrodesis/arthroplasty (644 HOPD and
162 ASC) were inchided in the analysis. Baseline sociode-
mographic and comorbid conditions in the prematched
and matched ACDECDA and lumbar decompression oo
horts are shown in Tables 1 and 2, mespectvely. Basehne
PRO:s are shown in Table 3.

After initial matching, the ACDFCDA cohorts dem-
onsrated no significant difference in baseling character-
istics, including age, sex, education, private insurance,
smoking status, BMI, history of diabetes, DVT, coronary
antery disease (CALY), anxiery, Dypertension, ostecpozo-
sis, congestive heart failure (CHF), chronic obstructve
pulmenary disease (COPLY), preoperative daily opioid
use, ASA independent precperative ambulaton, previous
spine surgery, and employment status (p > 0.03). Small
differences remained in race and symptom duraton (p <
0.05) (Table 1). Lumbar decompression coborts showed
no sianificant difference with regard (o private insurance,
BMI, history of diabetes, CAD, hypertension, CHF, ASA,

preoperative ambulation, and previous spine
surgery (p = 0.053) However, differences remained in age,
ﬂm education, smoking status, history of DVT, de-

pression, anxiety, osteoporosis, COPD, preoperatve daily
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opicid use, symptom duraton, and employment stams (p
< 0.05) (Table 7).

Surzical characteristics are showmm in Table 4. All in-
cluded patients had same-day discharge. In the ACDES
CDA comparison, there were similar proportions of

i who underwent single- wersus 2-level surgery
(676% of l-level and 325% of 2-level procedures in
HOPD, ws 64.2% of 1-level and 35.8% of 2-level proce-
dures in ASC, p = 0.418). There was a statstically shorter
length of surgery, lower estimated blood Joss, and higher
proportion of patients with ambulation within 8 hours in
the ASC cohort compared to the HOPD cohort (p < 0.05).
In the lnmbar decompression comparison, there were
similar momaber of levels and similar estimated blood loss
between HOPD and ASC cohorts (p > 0.05). Lumbar de-
COmPression patents who underwent surgery in ASC had
a higher proportion of patients who undervent laminec-
tomy alone, lower proporton of patdents who underwent

and discectomy, shorter length of surgery,
and hizher proportion of pagents who ambulated within
8 hours compared to patents who underwent surgery in
HOPD (p < 0.05).

Univariate comparisons of adverse evenis are showm in
Table 5. Patents who underwent ACDF/CDA with same-
day discharee had similar levels of adverse events (ie.,
amy complicaton, readmission within 30 or 90 days, ED
visit, refurn to OF., urinary retention, dysphagia, ot ilens)
whether the surgery was performed in ASC or HOPD (p
= [05). Patents who underwent lombar decompression
largely had similar levels of adverse events (i.e., readmmds-
gion within 30 or 90 days. ED visit, urinary retention,
or ilens) {p > 0.05); however, ASC patients had a higher
rate of any complication (p = 0.011) than HOPD patients,
driven primarily by refurn to OF. Given the imbalances
in baseline characteristics for the lumbar decompression
oroup even after matching, a follow-up multivariate re-
eression was performed to further compare HOPD and
ASC proups. After mmltivariate analysis, the ASC cohort
had a higher risk of any complication (IFE. 1.5, p =0.001),
driven primarily by return to the OF. (IRE. 2.3, p < 0.001)
(Table 6). When examining the kigher rate of retum o
GlehﬁﬂSpr‘ulanm we found that this finding was
driven ' by lumbar reherniation Tequiring reop-
eration (3.2% in ASC cohort vs 1.0% in the HOPD cohort)
{Table T).

Postoperative PROs are shown in Table 8. There were
no differences in the proportions of patients who achieved
minimal clinically important difference (MCID) in any
PRO measured at 90 days and 1 vear betwesn patients
who underwent ACDF/CDA at ASC versus HOPD (p >
0.03). Addifonally, there were no differences in retumn o
work at 20 days or 1 vear between the ASC and HOPD
cohorts for ACDF/CDA (p = 0.05) (Table B).

In the nmbar decompression group, there was a slight-
Iv higher proportion of patents who achieved MCID for
visual analog score for leg pain improvement at 20 days in
those meated at ASC versus those treated at HOPD (36.1%
vs 822%, p = 0.006). There were no differences in the
proportions of patents who achieved MCID for any other
PRO meazure at 90 days and 1 year betwesn patients who
underwent lombar decompression at ASC versus those
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TABLE 1. Bassline aocicdemographic data and comorbid conditions in patients who underwent anterior carvical surgery with same-day
digchargs in prematehed and matehed cohorts

Premalched Mabched (4:1)
HOPD ASC Combined  pVake HOPD ASC Combined  p Vake
Mo (%) of cases 033 (37 211 18] 144100} 644 [BO)  162{20)  BOG (100}
Saciedemagraphic characleristics
Age, yrs §25 523 524 0.850 512 520 514 0.409
Age group 0.521 0.&15
1864 y15 854 86.3 85.6 88.7 B5.4 58.2
B5—60 yrs .5 i1 T4 4.6 T4 6.0
TO-T4 y135 43 57 8.1 45 36 a7
To—-19 yrs 14 10 13 e a6 e
200 yrs L& 0.0 0.5 0.3 0.0 0.3
Male sex 545 441 2.5 Q.006 533 45.2 52.2 0242
Race 0.0 0.040
White B5.4 846.2 &9.2 9.2 Bi7 [y
Black 51 3.8 49 48 37 46
Criher 4.0 8.1 4T 3T &6 47
Missing 15 0.0 1.2 1.2 0.0 1.0
Education 0.258 0677
Less than high schaol 31 14 2.8 25 06 21
High schoal or GED 3.2 318 31.3 320 34.0 324
24T College 154 137 15.1 14.0 136 13.9
4-yT college 123 100 1.8 12.6 10.5 12.2
Pasicoliege 76 57 73 T3 6.8 T2
Missing 3003 ar4 316 anr L8 323
Private insurance 65.1 75.8 679 0.006 70.5 76.5 7.7 o127
Baseline fachrs & comorbidities
Current smoser 0.024 0.159
¥es 18.0 133 171 16.3 L1 154
No &1.1 578 &60.5 62.3 611 620
Missing 209 259 224 114 2 226
BMI, kgm® 302 282 20.8 0.0 201 291 201 0.973
BMI calegories =0.001 0.559
Underaeight or narmal (<245 kgim?) 1.5 75 HA 28 3 27
Cverweight (25-29.9 kgim) 344 a7y 35.8 37.3 37T 37.3
Class | cbesity (30—34.9 kg/m?) 25.2 20.4 24.3 25.0 26.5 25.3
Class Il cbesity [35-30.0 kgim?) 13.3 1 123 1.3 105 112
Class Il cbesity [>40 kgim?) 75 24 13 36 ER| 35
Diabstes 7.2 104 158 0016 127 124 127 0.835
Scaliosis 19.8 2.0 175 0.0 17a &0 15.9 0.006
ovT 46 24 42 0.0596 3.4 19 31 0.226
CAD 73 28 6.5 0,009 56 31 51 0134
Depression 35T 251 T 0003 3.9 4.7 2.0 0.025
Anxisty a7 137 36.5 0349 3432 27 339 0.738
Hypertension 445 piik] 416 =0.001 356 303 345 0.304
Ostenporosis 5.4 28 43 0082 4.2 19 a7 0.115
CHF 11 00 o9 0129 0.9 a0 [ 0.259
COPD T2 6.2 T3 0455 48 62 .1 0.238
Diepression on PHOQ2 at baseline <0.001 <000
Yes 159 194 16.5 16.2 22 174

(COMTIHUED O PAGE @30 =
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TABLE 1. Bassline sociodemographic data and comorbid conditions in patients who underwent anterior carvical surgery with same-day

dig¢harge in prematched and matched cohorta

Prematined Matched [4:1)
HOPD ASC Combined  p Value HOFD ASC Combined  pVake
Bassline faciors & comorbidities (cononued)

Diepression on PHQ2 at baseline (contnwed)

No 605 436 7.3 58.9 416 56.5

Missing 237 30 261 2359 352 26.2
Precp daily opioid use 03 o123

ez 16.9 17.5 171 15.1 121 15.9

No 531 441 514 539 451 21

Missing 300 38.4 316 i 58 2.0
Symplom duration 0024 0.031

<3Imas 148 137 146 157 1356 15.3

23 mos bt <1 y1 3319 26.5 325 &z i} 324

Z1yr 478 Ll 438 46.4 =BT 478

Missing 3.4 71 41 a7 T4 45
ASA 41.8 137 5.6 <0.001 18.0 7.9 18.0 0574
ndepandent precp ambulaton 960 291 56.6 0.015 074 9.4 978 0085
Previous spine surgery 308 32y 11 0582 287 i 300 0109
Employed a1 baseline 0.6 0.366

Yes 304 303 304 42.7 4210 42.6

Ho HT 232 0.z 7.8 ia 26.9

Missing 28.8 34 304 25 HE 305

GED = General Educational Development; PHO2 = Patient Healh CussSonnaire-2.
Waluzs are shown 23 mean or % unles: ndicaled otherwize.

reated at HOPD (p = 0.05). Additionally, there were no
differences in refrn to work at 90 days or 1 vear betwesn
the ASC and HOPD cohorts (p > 0.03) (Table 8).

Disecussion
Improvements in surgical technique and perioperative
care have led to an increasing number of spine surgical
procedures that can be performed safely and effectively
In an ouipatient setting. Same-day discharge for several
spine surgical procedures have been shown to be safe, in-
cluimgmgle or 2-level ACDF, single or 2-level CDA,
and hmbar laminectomy andior discectomy =" Given
this, ASCs have a1own as a place of service for spine sur-
sery, although concems remain about the safety of per-
forming cutpatent spine surgery away from the hospital
setting **=* In this stady, we found that 1) both outpatient
ACDFEICDA and humbar decompression had similar im-
in PROs and return to work at 20 days and
1 wear in ASC and HOPD, with a slighfly hisher propor-
don of ASC patients undergoing lnmbar decompression
reaching MCID for numeTic rating scale score for leg pain
at 90 days; Z) there was no difference in adverse evenis
in patents who underwent cutpatent ACDE/CDA in the
ASC satting versus those weated in HOPD, inchuding any
complication, readmission at 30 or $0 days, and refum o
OF. and 3) outpatent lnmbar decompression in the ASC
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was associated with a shightly higher rate of remarn to OF.,
driven primarily by reberniation.

To our knowledpe, our smudy compared the PROs of
the larpest series of patents who underwent ACDEF/CDA
mmmm%mmmmm at the
ASC versus Hi We found that patients similar
levels of clinical improvement, as well as e o work,
whether the surperv was performed at an ASC or HOPD.
Although patients who underwent lumbar decompression
at an ASC had a slighedy hisher rate of MCID of leg pain
improvement at 90 days compared to HOPD, all other PRO
measures were similar, and these differences did not reach
statistical sienificance at 1 vear Alfhough ACDFE, CDA,
and humbar decompression have all been shown to be ef-
fective at improving PROs, both in the short term and long
term, few smudies have directly compared the clinical out-
comes of patients who underwent surgery in ASC versus
HOPD. Patel et al. conducted a remospective review of pa-
tients who underwent ACDF at ASC with those who un-
derwent surgery at HOPD and found that both cohorts had
similar cutcomes at 1 vear with respect to PROs S Addi-
l:mal]} they found similar clinical improvement with pa-

tents underzoing lombar microdiscectomy, regardless of
surgical setting = Vaishnav et al. reported similar findings
in their comparison of 2-level ACDE® While these find-
ings are consistent with ours, these studies by Patel et al.
and Vaishnav et al. were limited in that the cases ezamined
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TABLE 2. Basaline sociodsmographic data and comorbid conditions in patisnts who underwent lumbar decomprassion with same-day
diachargs in prematched and matched cohorta

Premalched Maiched (4:1)
HOFD ASC  Combined  pVake HOFD ASC  Combined  pVake
Mo (%) of Cases 4591 [B7) 675 (13) 5256 (100} 2579 [BO) 672 (20) 3,351 [100)
Saciodemographic characteristics
AQE, §TS 319 549 540 o112 513 549 2.0 <0L001
Age group 0.008 =0.001
18-64 yre 715 661 T0.8 T4 662 751
B3—69 yr5 10.5 13.3 10.8 9.2 13.2 0.0
TO-74 yrs a7 14 oo 69 1no T
TI-T9 yrs aT 6.8 5.9 40 69 4.5
280 yTs 3.6 27 3.5 25 27 25
Male sex o716 631 58.3 0.007 575 632 586 0.006
Race 0Los 0.033
White &7 855 874 &86.8 B854 873
Black aT 5.2 4.6 36 5.2 3.6
Cther 49 47 49 5.3 4.8 5.2
Missing 23 0.6 21 23 0L.& 1.9
Education =0.0M <0001
Less than high schioal 25 18 24 23 18 22
High schoal or GED 213 222 26.8 26.8 223 259
27 coliege 1.9 101 116 115 101 1.2
4-yr college 12.6 8.2 121 11.5 8.2 12.4
Posicoliege 97 X 9.5 10.3 T4 9.8
Missing 35.8 50.1 376 35.5 50.2 38.5
Private insurance B1.1 611 619 0,003 663 E7.4 66.5 0.583
Baseline factors & comarbidities
‘Curnent smoser <0.0M <0001
Yes 145 BT 5.8 143 ikl 131
Ho 63.6 524 621 63.1 525 60.9
Missing 2149 388 4.1 227 38.8 259
BMI kgim® 0.4 254 0.3 =00 29.8 254 297 0133
BMI caegories 0002 0.658
Underasight or normal (<24.9 kgim?) 18.4 224 18.9 205 223 2
Cverseight [25-29.9 kgim?) 3541 381 355 36.5 381 36.8
Class | obesity [30-34.9 kgim?) 256 pIE 254 253 ] 251
Class || cbesity [35-39.9 kym?) 13.3 0T 131 12.4 107 2.0
Class |l obesity [>40 kgim?) 74 4E 70 50 4E 40
Diak=tes 13 nr 16.7 =0.0M 124 na 2.2 0672
5coliosis 30.7 16.6 28.9 =0.001 291 16.5 26.6 =0.001
ONT 46 12 4.1 <00 1.6 12 31 0.0
CAD 10.4 6.2 9.9 0.001 4.6 6.3 aT 0431
Degression 293 119 273 <0.00 268 14.0 42 <0L001
Anxigty 33 18.4 296 =00 302 18.3 278 =0L001
Hypertensian 470 36.3 45.7 =0.001 8.3 36.3 38.7 0154
CEleoporosis 8.4 7 .8 <0L0Mm 69 7 63 .02
‘CHF 2.0 oy 1.9 0.010 1.2 0T 1.1 0.353
COPD 71 24 6.5 <000 43 24 159 0.020
Depression on PHQ2 at baseline <0L0m <0L001
Yes 16.4 15.6 16.3 154 15.5 15.4

COMTIHUED OH PAGE 841 =
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TABLE 2. Baseling socicdamographic data and comaorbid conditions in patients who underwent lumbar decompreasion with same-day

digchargs in prematched and matched cohorta

Premaiched

Mi3iched (4:1)

HOFD ASC

Combined  pValue HOPD ASC  Combined pVake

Baseline faciors & comarbidiies (continued)

Depression on PHO2 at baseline (condnued)

N 2.7 35.0 0.4 53.5 35.0 49.8
Missing 30.9 9.5 333 34 0.6 348
Preop daily opigid use <0.001 <0001
fes 13.3 12.3 184 1738 124 16.7
No 49.2 372 477 50.5 a7 475
Missing 31.5 50.5 338 3T 06 355
Symptom duration =0.001 =0.001
<3 mos 16.0 18.5 164 16.6 18.6 170
23 mos but <1y 3.8 28.0 B2 34T 29.0 36
=1 yr 459 459 a7 46.9 45.8 467
Miszing 22 6.5 28 1.8 6.6 27
A5 =1 .5 16.4 36.6 =0.001 16.6 16.5 16.6 0.972
ndependent precp ambulaion B76 893 675 0200 807 B9.3 0.6 0776
Previous spine surgery 271 2341 6.6 0.0o 243 229 4.1 0.602
Employed ai baseline <0001 <0001
hi=] 3.3 praj ] 36.6 228 338
No 5.9 274 348 32.3 n2 33
Miszing 308 409 33 1N 5000 349

Waluzs mre shown s mean o % unless indicated otherwise.

were poody conirolled for same-day discharee and did not
incinde matched patient coborts, which limvited the strength
of comparability. Both studies were also single-surgeon se-
ries, limiting their applicability in a wider cohort. Patel and
colleagues conducted a matched refrospective comparison
of 117 patients who underwent cuipatient CDA in ASC ver-
a5 HOPD and found that both cohorts had similar levels of
clindcal innprovement, consistent with our findings *

Some authors have gquestoned the safety of perform-
ing anterior cervical surgery in an ASC, outside of a hos-
pital setting =7 Although many authors have shown that
ouipatient antetior cervical surgery is safe, inchuding in
COMparison to inpatient surgery, few previous smdies have
performed direct, matched comparisons between same-
day discharges in ASC and HOPD settings w refite the
claims of critics of ASCs #*%112343 This jo most likely the

TABLE 3. Baseling PRO measures in patisnta who underwent lumbar decompreasion or anterior cervical arthrodesiafarthroplasty with
same-day dischargs before and after matching, separated by ASC and HOPD

Fremaiched Malched [4:1)
HOPD ASC Combined p Value HOPD ASC Comained pVake
Lumbar decompression
PROMIS Function scane 354 (BO77)  SAD[(E4N)  3S3EMT) 0T 35.5[1779) 349¢338) 354217 0031
EQ-50 0.55(2728) 0.53(253) 055(3011) 0163 0.55(1569) 0.53[282) 0S55(1851) 0161
Eack pain 6303041} 651 [(328) 632[3363) 014 6.22 (1775)  6.52{327) 6.26 (210 0065
Leg pain 6.65[3044) 6B4(320) ETO(ISFI) 0284  GSB(ITE4] GA4 (326 ETONI  0.288
Arierior cervical 1 of 2 levels
PROMIS Function scane 4116500  SDE(131)  410([781)  DMED 416(443)  4D2[05)  £13(548) 0085
EQ-50 DE2(562) 05913 D6E2[E35)  OIES DE3(355) L5791 062489 0004
Meck pain 6.2 [520) 6.7 {131) 6.5 (760} 0.056 6.1 (423) 6.7 (105 6.2 (528 0023
Arm pain 55 [E22) 6.2 (129) 5.7 (751) 05 5.5 [420] 6.2 [103) 57(503) 0033

Walues mre shown am mean scoee (ro. of pafients completing the PRO measure) unless ndicalsd otherame.
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TABLE 4. Surgical characteristics for lumbar decompression and anterior carvical surgery with same-day dischargs, before and after
matching

Prematched Maiched ([£1)
HOPD ASC Combined P value HOPD ASC Cambined pvake
Lumibar decomgression
Lamineciomy jonly) 329 376 335 0014 295 374 31 =0.001
Discectomy fonly) 43 47 44 0.345 50 4.8 49 0.828
Lamineciomy & disceciomy 61.8 516 61.2 0.03% 5.6 518 4.0 =00
No. of levels [k 0.452
1 69.2 G60.4 65.1 709 658 05
2 456 244 245 236 4.6 23.8
45 6.5 48 48 6.1 51
24 0.6 0.6 0.6 ar 05 0T
Missing 1.1 0.0 0.9
Length of sUFgery, mins 68.3 46.3 66.3 <0001 685 462 640 <0001
Estimated blood loss, mi 26.5 28.7 26.7 0.355 256 5.8 26.0 0.333
Ambulation w'in 8 hrs <0.001 <0.0M
¥ies 7.2 G4.0 T2.0 T4 839 78
Ho 26.4 15.2 47 257 13.2 232
Missing 34 28 33 29 28 29
Discharge to home 539 100.0 8.9 0503 EEE] 100.0 EEE] 0.511
Anterior cenical 1 or 2 levels
Arthroplasty 15.5 28.0 178 <0U0001 17T 2.6 201 0001
Ho. of Ievels 0,700 0.418
1 63.0 G6.4 652 L 642 66.9
2 351 337 348 325 5.8 331
Missing
Length of surgery, mins 78 61.3 748 <0.001 781 G619 a8 0.0
Estimated blood loss, mi 5 181 26.3 <0001 5.6 187 255 <0.00
Ambulation w'in 8 hrs <0001 =00
ez 749 228 75.2 T8.0 526 B0.9
Mo 241 71 1.0 24 T4 1856
Missing 1.0 0.o 0.8 L6 0.0 0.5
Discharge to home 955 100.0 EEE] 0.665 398 100.0 539 07939

Valuzs e shown a2 mean or % unles: indicated ctherwize.

result of a hizh prevalence of single-surgeon series in the
literature, in which patients who are candidates for same-
day discharges are all meated in the ASC settng, without
a strong comparison group in the HOPD. In our study, we
found that ACDF and CDA with same-day discharge was
just as safe in am ASC as HOPD, with no difference in
any complication, readmission at 30 or 20 days, ED visits,
of return to OF. between matched patient cohorts. Gomet
and colleagnes compared the safety of single- and 2-level
CDA performed in the ASC versus HOPD and found that
there was no difference in complicadons berween ASC
and cutpatient hospital patients. Notably, Gomet et al. did
not control these two cohorts for same-day discharge in-
cluding patients who had an overnizht stay in the HOPD
cohort* To our knowledge, our study is one of the only
siudies that shows the safety of anterior cervical surgery
in ASC, when compared @ a matched patient cohort of
same-day discharee in HOPD.
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In our smdy, we found that lnmbar decompression with
same-day discharpe in ASC was associated
with a higher rate of refumn to the OF. compared o HOFD.
This difference in recperation was driven primarily by a
statistically higher rate of lnmbar disc reherniation in the
ASC group compared to the HOPD group (3.27% vs 1.01%,
respectively) and not due to medical complications. There
was no difference in any other adverse event betwesn the
ASC and HOPD proups, inchiding readmission at 30 or
90 days, surpical dte infecton, and ED visit. In contrast to
owr findings, Malik et al compared $0-day complicatons
berween matched coborts of patients who underwent hum-
bar decompression with same-day discharge at HOPD ver-
sz ASC and found no difference in cohorts with respect
o any complicatons, inchiding return to OF. and rebermia-
ton.* Other anthors have similarly found no difference in
return to OF. or reherniation in HOPD and ASC coborts
after outpatient lnmbar decompression. ™ We believe that
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TABLE 5. Postoperative adverae events in patients who underwent lumbar decompreasion and anterior cervical surgery with same-day

diagchargs, before and after cohort matching

Prematched Mached (4:1)
HOPD ASC Combined pValue HOPD ASC Combined pVake
Lumibar decomgression
Any complication 56 B.0 59 Ll 55 L] (L] 0.1
Urinary retention 04 0.2 0.4 0279 0.3 0.2 0.3 0.374
Readmission
30 days 21 2.4 2.2 0.375 21 24 22 10,685
90 days 3.6 1.9 a7 0424 36 39 3.6 0,688
551 09 1.5 1.0 0133 0.8 15 10 o2
Rewum o OR 21 49 25 <0.001 21 449 27 <0.001
ED visit o 8.3 5.9 0539 79 B2 8.0 0816
|lzus a1 0.0 04 0663 04 0.0 i 10,639
Anterior cervical 1 or 2 ievels
Any complication 41 4.3 41 0.51 3T 556 41 0200
Urinary redention 0z 0.0 0.2 0665 02 0.0 ai 0798
Readmission
30 days 15 1.0 14 04N 1.2 1.2 1.2 0.675
90 days 25 1.0 2.2 0a32 20 1.2 19 0.392
551 o4 1.0 0.5 0306 0.5 12 (h1] 0.265
Relum o0 OR 1.1 14 11 D440 08 1.9 11 10264
ED wisit o 8.5 5.9 0.828 &1 5.9 B.4 0.451
|lzus
Dysphagia 0.5 1.9 1.0 D125 0.8 23 1.1 0148

Eadldface type indicales sintivtical signficance (p < 0.03).

although our ASC and HOPD coborts underwent match-
ing of their baseline characteristics, followed by mnltivari-
ate regression, ASC patients may stll be biased toward
more/earlier actvity, whether that is secondary (o infrinsic
patient factors, of (0 perioperative management in ASC
{anesthesia FRAS [enhanced recovery afier surgery] pro-
tocols, expedited home discharge, etc). Altenatively, our
observed difference could also be related to sampling bias
because rates for both ASC and HOPD fell well within the
reparted rates of hombar disc reherniation =

Our study had several limitations to be considered.
First of all, potential biases, including selecton bias, ex-

TABLE & Summary of multivariats regreasion analysis of
adveras avents in lumbar decompreasion parformed in ASC
compared to HOPD

Adverse Bients Ma. IRR P Vame
Any complication 3333 150 000
Return o OR 3,333 2.30 <0.001
30-0ay readmission 3,333 n.e7 0.855
90-day readmisson 3333 087 0.8a7
ED wisit 3,333 114 0,664
351 2917 228 0066

Boldfsce type indicaies =hafivlics] signficance (p = 0.05).
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TABLE 7. Reasons for return to OR for patients who underesnt
lumbar decompreasion, asparabed by facility

Lumbar Decompression

HOPD [n=2,679) ASC jn=&72)

Patents w retum o OR 5 3
1 refum % Frl
2 remms 9 4
3 relms 1 2
Total retum 1o OR GCCUMEnCas &7 ]
Return b OF reasons
Hematoma 5 {0.3) 4 {0.6)
CSF lzak 9(0.3) 2(0.3)
| & D, infection, exploration 17 (0.6) (10
Waund dehiscence 31} 0 (o)
Recurrent disc herniation 27 1) 27 (3.2
Hardware failure 0 {0.0) 1404
omer 9(0.3) 1401)
Pain 3 @) 3(0.4)
Residual compressicn 31} 1404)
Semma 6(0.2) 3 (0.8

16 O = incision and drsinage.
\alues ape showm & rumber or rumber (&)
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TABLE &. Postoperative PROa in the matched cohorts who undersent anberior cervical surgery or lumbar dec-ompression aurgery with

same-day dischargs, including MCID

Anterior Cervical 1 of 2 Levels Lumicar Decompression
HOFD ASC Combined  pVake HOPD ASC Combined pVake
MCID for PROMIS sCore
o0 days SB.4 [153/267) E5.6 (420E4) SO.E (1957250 0290 750 (BIEMI00) TS (ITIN2T)  75.6(D0SM31T)  0.308
% of all patients 40.68 8.5 4045 41.06 1229 3830
1yr 676 (100/148) 63.2 (24/38) 66.7 [124M86)  0.607 74.9 (4740633) 685 (T4M08) 740 (548741 064
% of all patients 22.58 2346 x3.08 2163 16.07 21
Patient salisfaction
o0 days 80.5(330/373) BT (A5 BO.0M413M8E4) 0525 BE4 [134501523) BA.O0[2TAMIE) SB.3 [I514MB30)  0.830
% of all patients 58.85 S2AT 3157 56.83 4702 54.88
1y 90.3 [195/216) 830 (39/47) B89.0 (234/263)  0.119 BAT [F72/911)  &9.1(163183) 85.5(3351084) 0128
% of all patients S 29.01 3263 340 -] 2265
MCID for EQ-50 score
o0 days 502 [135/228) 530 (285D S5.2(163/230) 0479  54.0(5E5/ET0)  G14(04153) E4.4 (55001023)  0.404
% of all patients 35.40 21 J4.74 3247 277 30.53
1y 616 (7TH25) 53.6(15/28) 601 (92M53) 0433 54.7 (322M08) 577 (4985) 636 (3TI583) 0214
% of all patients 19.40 17.28 15.98 18.58 12.65 17.40
MCID for neci/back pain
o0 days 56.5 [150/254) G8.0[45/65) 56.0(2147320) 0800  TE3(TOTH044) RIS (IESR00) 7T [BE2AZME)  0.0ST
% of all patients 3944 40.74 T 30.97 29,76 iz
1y 65.9 (B9/135) 550 (22/40) &34 (11175)  0.208 72.3 423/584) FS.0(TSM00)  T2T (4070684) 0570
% of all patients 2096 24.50 pa iy | 21.80 14.858 204
MCID for armieg pain
90 days 4.2 [1671225) 641 (4104) T2O[208/280) 0490  BA5(BTTHOTE) 861 [17UI208) B2 (1056H2B4) 0.006
% of all patients 3404 39.51 15.86 40.28 30.95 35.32
1y 7.0 (IEM24)  6R.5 [ZTM0) TE2(1I25M64) D136 7o (458/502)  TH.B (T&D9] TR0 (54E/65T) 0.952
% of all patients 19256 2458 2035 x21 1473 2062
FEturn to work
a0 days 770 (1441187) 804 [(41551) 777 (185/238) 0606 7.0 [S5TTIE)  TT.6(B3N0T)  TEO (540021} 0.913
% of all patients 2004 .45 .53 26.65 15.92 24.50
1y 90.7 (9E/108)  BE.2 (2379 BO.S[123137)  0.339 BB (357M2T) 774 [4USI) B40(IDEMTS) DG4
% of all patients 1677 1780 17 157 .85 1414

Values sre shown ms % |no. of pabienls achieving MCIDolbnl no. of pafients with completed PRO) unle=s ndicsied otherwse. Boliface type ndicales sixtesbical sgni-

cance (p < 0.05).

ist with a retrospective study. We atteropted to coniral for
these by utilizing stringent inchision and exchusion criteria,
as well as by utilizing consecutive cases over a specific pe-
riod of time in a prospectively maintained, spine-specific,
statewide database that inclnded a variety of pracoce en-
Vironments in order to improve the peneralizability of our
results. Additonally, we emploved a propensity-matched
desizn w bring bomogensity to the comparatve cohorts o
further mitipate biases associated with a rerospective: de-
sign. However, aliernative designs, such as a e,
randomnized trial, may help bring a higher level of evidence
with a lower risk of bias. Additonally, we had large mim-
bers of patents who did not report PROs or did not have
certain information available (e.z., emplovment data). In
this situation, becase these catepories were our second-
ATy oUicome measures, we only inchuded patents who had
data available when analyzing that category, and as such

844  JMeurosuny Spine Violume &4+ June 2026
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we may have introduced selection andfor response bias.
Multiple imputations were not used for the missing PROs
becanse multiple imputadon for outcomes is not generally
recommended, unless we believe that the outcomes are not
missing at random (for which we did not have evidence)
of we have access (0 an auxiliary complete variable that
iz not already part of the model but highly correlated to
ouicomes and could help predicting misangness {Whldl
we did mot have evidence for either). Addifionally, our

stndy had some Limitations related to the gramilarty of
the data available, given that it was database smudyv (eg.,
with exact diagnosis and preoperative imaging character-
istics available) and may have missed complications that
did not fall in a specific adverse outcome categorv (£.2.
rehermiation that did not require remorn to OF). In addition,

specific surgeon of surgical technique could not be ana-
Ivzed and could have infiuenced owtcome. Overall, we feel
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that MSSIC has richer and more detailed data available
compared to larger claims-based smdies, but regardless,
these limitations exist. Finally, as with all database studies,
while large patent coborts allow us to detect small statisd-
cal differences between groups, these differences may not
always be clinically significant.

Although cutside the scope of our study, there has been
an increased emphasis on cost-effectiveness and value
within bealthcare, given the ballooning costs associated
with healthcare delivery in an aging population in the US.

ient himbar decompression in ASC has been shown
not only o have a lower cost at the time of service but also
lower postoperative resource utlization, leading to more
than double the cost-effectivensss compared to the same
procedure perfamed in the HOPD == Becanse of the
differences in methodology o caleulate pavments in ASC
versus HOPD, the typical payment from payer o ASC is
approzimately m&mmufHﬂmmwsamzm
dure =™ This, in tum, leads to 2 more cost-effective epi-
sode of care in ASC.

Conclusions

We performed a refrospective, propensityv-matched,
comparative cohort analysis of a statewide, prospective,
mmlficenter, spine-specific database of patients who un-
derwent ACDE, CDA, of Inmbar decompression in ASC
versus HOPD with same-day discharse. We found that
ACDE, CDA, and lumbar decompression had similar com-
plication rates and clinical outcomes in ASC compared o
HOPD. Overall, our study is most helpful at adding to the
2rowing body of literamre showing the safety of outpatient
spine surpery performed in the ASC. More specifically,
our data sugzest that thete are no advantages from a safery
or clinical outcome standpoint to performing ACDE, CDA,
of lnmbar decompression in HOPD compared to ASC if
a pagent is a candidate for same-day discharge. As such,
funre studies should focos on improving the value of out-
patient spine surgery from a cost-effectiveness standpoint,
as well as improving the ability to better identifv patients
who are more likely to require hospital admission after

SpiDe SUTZETY.
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The Applicant explored several alternatives before submitting this application to the lllinois Health
Facilities and Services Review Board seeking approval to expand the existing Ortholllinois Surgery
Center Elgin, LLC through the addition of two operating rooms. Among other options, the Applicant
considered maintaining the status quo, utilizing hospital-based facilities, utilizing a smaller expansion, or
the Project as Proposed. For the reasons stated below, Applicant opted to seek the Project as Proposed.

Alternative #1: Maintain the Status Quo (No additional Cost)

The Applicant considered continuing operations within the existing physical plant without expanding
operating room capacity. Under this alternative, Ortholllinois Surgery Center Elgin would continue to
provide outpatient orthopedic, podiatric, pain management, and related surgical services utilizing its
current operating room inventory.

This alternative was determined to be suboptimal because it would not adequately address the increasing
demand for outpatient musculoskeletal and spine-related procedures within the service area. Advances in
surgical techniques, anesthesia protocols, and postoperative care continue to shift procedures from
inpatient and hospital outpatient settings into ambulatory surgery centers. As a result, demand for
operating room time continues to grow. Maintaining the status quo would constrain scheduling flexibility,
limit the facility's ability to accommodate additional physicians and patients, and may result in longer wait
times for elective procedures. In addition, failing to expand capacity would limit the Applicant's ability to
continue providing care in a coordinated and efficient manner at a single location specifically designed for
outpatient surgical services. Currently, providers at Ortholllinois Surgery Center Elgin provide services to
their patients at other facilities due to excess demand at the ASTC. Increasing the capacity at this location
will reduce patient and provider need to travel across multiple locations and improve continuity of care.

Accordingly, maintaining the status quo would not adequately address the identified need for increased
outpatient surgical capacity within the Elgin service area.

Alternative #2: Utilize Hospital-Based Surgical Facilities

The Applicant also considered directing additional procedure volume to hospital-based operating rooms
rather than expanding the existing ASTC.

This alternative was rejected for several reasons. Hospital-based procedures are generally associated
with higher facility costs than procedures provided in ambulatory surgery centers. Research has
consistently demonstrated that orthopedic and spine procedures performed in ambulatory surgery centers
result in lower facility costs, lower payer expenditures, and lower patient out-of-pocket expenses than
comparable procedures performed in hospital outpatient departments. hospital operating room capacity is
a shared community resource. Area hospitals serve a broad range of surgical specialties and patient
populations, and their operating room schedules must accommodate emergency, trauma, and inpatient
surgical cases in addition to outpatient procedures. Directing incremental outpatient orthopedic volume to
hospital facilities when those cases can be safely and effectively performed in an ASTC would consume
hospital capacity that could otherwise be allocated to higher-acuity patients who require the full resources
of a hospital setting. This is particularly relevant given that Ortholllinois physicians serve as key providers
at area trauma centers, including Advocate Sherman Hospital, and the practice's strong hospital
partnerships are enhanced not diminished when ASTC-appropriate cases are performed in the
appropriate ambulatory setting

The procedures provided by Ortholllinois are generally well-suited for an ambulatory setting and often do
not require the resources associated with an inpatient hospital environment. Consequently, reliance upon
hospital-based surgical facilities would not provide the same level of accessibility, efficiency, or cost-
effectiveness as the proposed project.
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Alternative #3- Expand an Existing ASTC by One Operating Room

A one-operating-room expansion would not provide sufficient scheduling flexibility to accommodate
anticipated procedure growth, additional physician utilization, and increasing patient demand over the
long term. In addition, constructing only one operating room would not achieve meaningful economies of
scale in construction, design, and infrastructure costs. The project involves the buildout of a 9,951 gross-
square-foot addition, and the marginal cost of constructing a second operating room within that footprint is
substantially lower than the cost of undertaking a separate future construction project to add a second
room at a later date. Phasing the expansion would result in higher total project costs, additional disruption
to ongoing facility operations, and a second regulatory review cycle. For these reasons, the one-room
alternative was rejected in favor of the proposed two-room expansion.

As a result, this alternative would not achieve the level of integration, access, or efficiency necessary to
meet community needs.

Alternative #4: Project as Proposed

The Applicant carefully evaluated each alternative and determined that the proposed expansion of
Ortholllinois Surgery Center Elgin through the addition of two operating rooms represents the most
appropriate and cost-effective solution for addressing the service area's current and anticipated needs.

The proposed project will expand the facility's capacity to provide orthopedic surgery, podiatric surgery,
pain management procedures, and outpatient spine procedures in a dedicated ambulatory setting.
Expanding the existing ASTC allows the Applicant to leverage an established facility, existing
infrastructure, experienced clinical personnel, and proven operational systems, thereby maximizing
efficiency while minimizing unnecessary expenditures. The project will improve patient access by
increasing operating room availability, reducing scheduling constraints, and supporting continued growth
in outpatient surgical services.

In addition, the project allows Ortholllinois to continue delivering coordinated, patient-centered care in a
specialized outpatient environment that has been designed specifically for ambulatory surgical services.
Compared to the alternatives considered, the proposed project provides the greatest opportunity to
enhance access, maintain high-quality clinical outcomes, improve operational efficiency, and deliver care
in a cost-effective manner. Accordingly, the Applicant determined that the Project as Proposed is the
alternative that best serves the needs of patients within the service area.
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Attachment 14

Size of the Project

The square footage identified in this application for the proposed projects, includes expanding the existing
facility by adding two operating rooms, is necessary, not excessive, and consistent with the standards

identified in Appendix B of 77 lllinois Admin. Code Section 1110, as documented below.

SIZE OF PROJECT

DEPARTMENT/SERVICE PROPOSED STATE DIFFERENCE MET
BGSF/DGSF STANDARD STANDARD?
ASTC 5,400 5,400 GSF 0 YES
ATTACHMENT 14

Page 91




Attachment 15
Project Service Utilization

The projected utilization for the two additional operating rooms is based on documented historical
utilization data maintained by Ortholllinois Surgery Center of Elgin (“OISC-E”). During the trailing 12-
month period, OISC-E performed 3,860 surgical procedures in its existing four operating rooms.

Actual operating room time data for the facility's operating room records document an average of 42 to 45
minutes of preparation and turnover time per case, which includes patient positioning, room setup,
anesthesia preparation, post-procedure cleaning, and instrument turnover. Including preparation and
turnover, the average total clinical encounter time per case is approximately 117.6 minutes (1.96 hours).

Applying the documented average total encounter time of approximately 1.96 hours per case to the
historical baseline of 3,860 cases results in total facility utilization of approximately 7,566 hours during the
last 12 months. Based on an operational schedule of 250 days per year and 7.5 hours of operation per
day, each operating room provides 1,875 available procedure hours annually, and the facility's four
operating rooms provide a combined total of 7,500 available procedure hours.

The facility's actual utilization of 7,566 hours exceeds the total available capacity of 7,500 hours. On a
per-room basis, the existing four operating rooms each averaged approximately 1,891.5 hours of
utilization, often necessitating weekend hours to accommodate the additional case load. The State
standard requires utilization of at least 1,500 hours per operating room for four rooms, or 6,000 combined
hours; the facility's actual utilization of 7,566 hours exceeds that threshold by 1,566 hours, or
approximately 26.1%. This results in a current operating room deficit of approximately 2 operating rooms
and demonstrates that the existing four-room facility is not merely meeting the State's utilization
standards it is operating well above sustainable capacity.

The Applicant's utilization projections for the two additional operating rooms are based on conservative
assumptions applied to the documented historical baseline.

At the documented average encounter time of approximately 1.96 hours per case, total projected facility
utilization in Year 1 is approximately 7,566 hours, requiring approximately 6 operating rooms. This
conservative projection does not account for any growth in patient volume for the facility in year 1. The
two additional rooms will absorb the excess demand that cannot be accommodated by the existing four
rooms, resulting in projected utilization of approximately 1,566 hours across the two new rooms in Year 1.

Applying a conservative estimate of 5% annual growth in total surgical volume which is consistent with
national trends in outpatient orthopedic surgery migration and the practice's historical growth trajectory
total, Ortholllinois surgical volume is projected to increase from 7,105 to 7,460 procedures in year 2 with
OISC-E projected to perform approximately 4,053 cases. Total projected facility utilization in Year 2 is
approximately 7,944 hours, requiring approximately 5.30 operating rooms. The two additional rooms are
projected to achieve utilization of approximately 1,944 hours in Year 2. Both Year 1 and Year 2 projected
utilization for the two additional operating rooms exceeds the State standard of 1,500 hours per operating
room.

The facility's historical performance substantially exceeds the projections submitted in the Applicant's
original Certificate of Need application (Project #20-040) for the establishment of OISC-E. That
application was approved by the Board on December 21, 2021, and the facility opened for operations at
the end of 2023. Within approximately two and a half years of opening, the facility has significantly
surpassed the utilization levels projected in its original application. In the original application, the
Applicant projected 2,744 procedures in Year 1 and 2,881 procedures in Year 2, with utilization of 81%
and 86%, respectively, against the State standard of greater than 4,500 combined hours for four
operating rooms. The facility's actual trailing twelve-month volume of 3,860 procedures exceeds the
original Year 2 projection by approximately 34%. Actual utilization of approximately 7,566 hours far
exceeds the original projected utilization of approximately 2,699 hours in Year 1 and 2,835 hours in Year
2.
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This performance history demonstrates that Ortholllinois' utilization projections are conservative and
grounded in actual patient demand. The fact that the facility has exceeded its original projections by a
substantial margin and is now operating above the capacity of its approved four operating rooms
validates both the original need determination and the current need for expansion
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Attachment 16
Unfinished or Shell Space

NOT APPLICABLE- The proposed project does not include plans for shell space.
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Attachment 17
Assurances

NOT APPLICABLE- The proposed project does not include plans for shell space.
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Attachment 24
Non-Hospital Based Ambulatory Services to GSA Residents -
1110.235(C)(2)(B)

The proposed project is necessary to meet the needs of the residents of the planning area as noted in
this application. The project involves expanding the existing ASTC located at 2440 Alft Lane, Elgin, lllinois
by adding two operating rooms in Kane County. These multi-specialty operating rooms will have ample
capacity to meet the needs of patients in the area. The ASTC proposes adding two operating rooms,
which will provide sufficient capacity to meet current and projected demand without creating unnecessary
duplication of services.

The primary purpose of this project is to provide necessary health care to residents of the geographic
service area ("GSA") in which the ASTC will be located. Listed in the following pages, in accordance with
77 1ll. Admin. Code §1110.235(c)(2)(B), is the GSA consisting of all zip codes that are located within a 10-
mile radius of the proposed site of the ASTC. We have also included a map of the multidirectional travel
radii of the proposed ASTC site.

The facility's geographic service area is identical to the GSA established in the Applicant's original
Certificate of Need application (Project #20-040), which was approved by the lllinois Health Facilities and
Services Review Board on December 21, 2021. Because the proposed expansion will occur at the same
site the 10-mile radius and the corresponding zip code areas that comprise the GSA remain unchanged.
The GSA encompasses communities throughout Kane County and portions of McHenry, DeKalb, and
Cook counties, including Algonquin, Bartlett, Crystal Lake, Dundee, Elgin, Gilberts, Hampshire, Hoffman
Estates, Huntley, Lake in the Hills, Marengo, Pingree Grove, Sleepy Hollow, South Elgin, and Wayne,
among others.

Patient origin data for the trailing twelve-month period from July 2025 through June 2026 confirms that
the overwhelming majority of patients served at OISC-E reside within the GSA, well in excess of the 50%
threshold required under 77 Illl. Admin. Code §1110.235(c)(2)(B). During this period, Ortholllinois
physicians performed a total of 7,105 surgical procedures across all settings, with patient origin data
available by zip code of patient residence. Of the 7,108 procedures for which zip code data was available,
the top zip codes by surgical volume were as follows:

Zip Code Community Surgical Volume
60142  Huntley 714
60014  Crystal Lake 663
60102  Algonquin 440
60123  Elgin 422
60156  Lake in the Hills 381
60098  Woodstock 339
60124  Elgin 296
60110 Carpentersville 281
60140 Hampshire 278
60120 Elgin 265
60050 McHenry 253
60118 Dundee 211
60152 Lake in the Hills 192
60013 Cary 173
60051  McHenry 166
60177  South Elgin 153

60012  Crystal Lake 152
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60097  West Dundee 105
60136  Gilberts 97
60010  Barrington/Bartlett 75

Each of the top twenty zip codes listed above is located within the established GSA. The twenty largest
GSA zip codes alone account for 5,656 of the 7,108 total procedures, or approximately 79.6% of total
surgical volume.

This patient origin distribution substantially exceeds the 50% GSA residency threshold required under the
applicable regulations. The concentration of patient volume in GSA zip codes confirms that the primary
purpose of the facility and of the proposed expansion is to provide necessary health care to residents of
the geographic service area in which OISC-E is located.

The continued concentration of patient volume within the GSA even as the facility's total case volume has
grown from the originally projected 2,744 cases to 3,860 actual cases demonstrates that the growth in
demand is being driven by the residents of the geographic service area, and that the proposed expansion
will serve the same patient population that the facility was originally established to serve.

A complete listing of patient origin by zip code for all OISC-E admissions during the trailing twelve-month
period of July 2025 through June 2026 is included as an attachment to this application, verifying that at
least 50% of admissions were residents of the GSA based upon each patient's legal residence for the six
months immediately prior to admission.

Listed in the following pages, in accordance with 77 Ill. Admin. Code §1110.235(c)(2)(B), is the GSA
consisting of all zip codes that are located with a 10-mile radius of the proposed site of the ASTC. We
have also included a map of the multidirectional travel radii of the proposed ASTC site.
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ATTACHMENT 24
Non-Hospital Based Ambulatory Services to GSA Residents -
1110.235(C)(2)(B)
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ATTACHMENT 24

Non-Hospital Based Ambulatory Services to GSA Residents -

1110.235(C)(2)(B)
C
Zip Code Estimated
City Population

60124 Elgin 24,859
60136 Gilberts 8,497
60123 Elgin 47,932
60140 Hampshire 21,902
60177 South Elgin 24,361
60175 St. Charles 26,024
60109 Burlington 580
60183 Wasco 71
60118 Dundee 16,342
60110 Carpentersville 38,762
60120 Elgin 50,799
60142 Huntley 29,831
60102 Algonquin 31,959
60174 St. Charles 30,958
TOTAL 352,877
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ATTACHMENT 24
Service Demand — Expansion of Existing ASTC Service 1110.235(c)(4)

The Applicant submits that the proposed expansion of Ortholllinois Surgery Center of Elgin, LLC ("OISC-
E") is necessary to reduce the facility's experienced high utilization and to meet projected demand for
orthopedic, pain management, and podiatric surgical services. Demand for the proposed expansion is
demonstrated through documented historical utilization data, physician referral patterns, and conservative
projections based on established caseloads, all of which originate primarily from within the Geographic
Service Area ("GSA"). These projections are limited to orthopedic surgery, pain management, and
podiatric surgery services within the GSA.

In support of this application, the Applicant has provided a physician referral letter from Tom Stanley,
M.D., M.P.H., FAAOS, on behalf of himself and the physicians of Ortholllinois Surgery Center of Elgin,
documenting historical referrals for orthopedic, pain management, and podiatric surgical services
provided at existing IDPH-licensed ASTCs, hospital outpatient departments, and hospital inpatient
departments located within the GSA. The referral letters cover the twelve-month period immediately
preceding submission of this application.

These historical referral patterns confirm sustained and growing demand for the proposed services and
establish a clear basis for the requested expansion. The submitted documentation reflects that patient
origin for the projected volume is overwhelmingly from within the GSA and does not rely on new or
induced demand. Further, the estimated annual number of treatments projected to be referred to the
expanded ASTC within twenty-four months of project completion does not exceed each physician's
historical caseload.

The Applicant documents that the average utilization rate of the existing four operating rooms at OISC-E
has equaled or exceeded the standards specified in 77 Ill. Adm. Code 1100 for each of the latest two
years. During the trailing 12-month period from July 2025 through June 2026, OISC-E performed 3,860
surgical procedures in its four existing operating rooms, generating total facility utilization of
approximately 7,566 hours. This reflects 4,748 hours of documented surgical time and an additional 2,818
hours of preparation and turnover time across all cases. The facility's combined utilization of 7,566 hours
exceeded the 6,000-hour combined State standard by 1,566 hours, or approximately 26.1%.

Monthly case volumes during the period were consistently high, ranging from 293 to 389 cases per month
and averaging approximately 328 cases per month, with no month falling below the rate necessary to
sustain above-standard utilization. This consistency demonstrates that the high utilization is not
attributable to seasonal spikes or one-time surges but reflects sustained, ongoing demand for surgical
services at the facility.

Due to the capacity constraints of its existing four operating rooms, Ortholllinois physicians have been
required to refer patients to other IDPH-licensed facilities in order to receive orthopedic, pain
management, and podiatric surgical services. During the trailing twelve-month period from July 2025
through June 2026, Ortholllinois physicians performed 2,901 procedures at area hospitals and 79
procedures at external ambulatory surgery centers, in addition to the 3,860 cases performed at OISC-E.

These hospital-based procedures were performed by Ortholllinois physicians across multiple
subspecialties. In addition, Ortholllinois physicians performed 79 procedures at the Algonquin Road
Surgery Center, an external ASTC located in Lake in the Hills, lllinois. These cases were directed to an
external ASC due to scheduling constraints at OISC-E, further evidencing the facility's capacity
limitations.
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The anticipated referrals to the expanded facility are based on exclusively on existing surgical volume
from the prior 12-month period and conservative growth projections. As documented in the Project
Services Utilization section of this application, the facility projects approximately 3,860 OISC-E cases in
Year 1 and approximately 4,053 OISC-E cases in Year 2, reflecting a conservative 5% annual growth in
total surgical volume. The anticipated number of referrals does not exceed any physician's experienced
caseload.

The projected demand for the expanded facility is grounded in documented physician caseloads at the
existing facility and conservative growth assumptions. No anticipated referral volume from other facilities
was used in determing the anticipated patient volume. The proposed expansion will address the
documented capacity constraints, reduce the need for referrals to other facilities, and ensure that patients
within the GSA can access timely, high-quality surgical care in the cost-effective ambulatory setting

Further, the estimated annual number of treatments projected to be referred to the proposed ASTC within
24 months of project completion does not exceed each physician’s historical caseload.
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ATTACHMENT 24
Service Demand — Expansion of Existing ASTC Service 1110.235(c)(4)

Ortholllinois

A division of OrthoMidwest

July 29, 2026

John P. Kaniery

Board Administrator

Illinois Health Facilities and Services Review Board
525 W. Jefferson Street, Floor 2

Springfield, IL 62761

Re: Referral Letter- Ortholllinois Surgery Center Elgin, LL.C

Dear Mr. Kniery,

My name iz Tom Stanley, M D. and [ am an Orthopedic Surgeon affiliated with Ortholllinois, This letter
contains the referral documentation required per 77 Ill. Admin. Code Section 1110.233(e)(3)(A)-(B).
During the 12 month period from January 2025 to December 2026, my colleagues and I from

Ortholllinois referred a total of 3,860 procedures to the following healthcare facilities:

Historical Caseload by Licensed setting:

Name of Healthcare Facility Number of cases in Ortholllinois Surgery
past 12 months Center Elgin, LLC

Ortholllinois Surgery Center of Elgin 3,860 3,860
Advocate Sherman Hospital 1,191 0
Northwestern Medicine Huntley Hospital 831 0
Prime Healthcare Saint Joseph Hospital 731 0
Ortholllinois Elgin 138 0
Ortholllinois Algonquin 125 0
Ascension St. Alexius Medical Center 79 0
Algonquin Road Surgerv Center 69 0
Northwestern McHenry Hospital 36 0
Valley Ambulatory Surgerv Center 10 0
OSF Saint Anthony Hospital 6 0
UW Health SwedishAmerican Hospital 3 0
Northwest Community Hospital 3 0
Ortholllinois Riverside 2 0
Advocate Good Shepherd Hospital 1 0
External Facilities Grand Total 3,245 0

Total 7.105 3,860

Based on my historical referrals. our facility anticipates 3,860 referred patients each year to Ortholllinois
Surgery Center Elgin. Enclosed with this letter is a list of patient origin by zip code of residence. I
certify that the patients I propose to refer reside within the applicant’s proposed geographic service area.

I further certify that the aforementioned referrals have not been used to support another pending or
approved certificate of need permit application. The information provided in this letter is true and
accurate to the best of my knowledge.

CLINIC LOCATIONS

ALGONQUIN ELGI OCKFORD

. Randall Rd, 1550 N, Randall Rd,
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ATTACHMENT 24
Service Demand — Expansion of Existing ASTC Service 1110.235(c)(4)

UrtholllanIs

of OrthoMidwest'

Thank you,

Tom Stanley, M.D.

Physician's Signature <§(’ Date__ 7/29 ) 2026

24

(Please Print/Type Name) //71'{;'}% )’)LW\W

S|gnét)1re of Notary:

Subscribed and sworn to before me thisz_i day of _| jul l f

OFFICIAL SEAL
% MARY LYNN REINEN
| Notary Public, 513te of inuis
Commission No, 890764
My Commission Expires
May 14, 2027

CLINIC LOCATIONS

ALGONQUIN SIN MCHENRY ROCKFORD

B50S Randall Rd
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ATTACHMENT 24
Non-Hospital Based Ambulatory Surgery -
Treatment Room Assessment 1110.2351110.235(C)(4)

The annual utilization expected of an ASTC is 1,500 hours per surgical or procedure room. The proposal
for this facility is to establish 2 operating rooms, making the objective for demonstrating utilization in
excess of 1,500 hours. Based upon documented historical utilization and a conservative projection of
patient volume from proposed referrals, the Applicant anticipates that the proposed ASTC will meet and
exceed the applicable utilization standard in its first year of operation, and will continue to do so in
subsequent years.

UTILIZATION
DEPT./ HISTORICAL PROJECTED STATE MEET
SERVICE UTILIZATION UTILIZATION STANDARD STANDARD?
(PATIENT DAYS)
(TREATMENTS)
ETC.
YEAR 1 ASTC (2 799 Procedures 1,566 Hours > 1,500 Hours Yes
Operating Room)
YEAR 2 ASTC (2 992 Procedures 1,944 Hours > 1,500 Hours Yes
Operating Room)

The projected 799 procedures in Year 1 are derived exclusively from patients currently served by
Ortholllinois Surgery Center Elgin physicians and represent procedures that are already being performed
at Ortholllinois Surgery Center Elgin itself. In the most recent 12-month period, Ortholllinois Surgery
Center Elgin physicians saw 7,105 cases with 3,860 occurring at Ortholllinois Surgery Center Elgin,
demonstrating a well-established base of existing demand. Using the average procedure time and
operating room preparation time based on the historical volume of procedures performed during the most
recent 12 months it equals approximately 7,566 total surgical hours. This historical utilization
demonstrates that the projected referrals represent only a portion of existing volume for a subsection of
Orthopedic, Pain Management, and Podiatry treatment of options, rather than new or speculative
demand.

The projected Year 1 utilization of 799 procedures equates to approximately 1,566 hours including
preparation and clean up time. The projected Year 2 utilization of 992 procedures equates to
approximately 1,944 procedure hours, based on the same average procedure time. The utilization
projections for this project are based on documented historical patient volume, reflect procedures already
being performed in the community, and rely on conservative assumption of 5% growth from Year 1 to
Year 2 of operation. The Applicant respectfully submits that the proposed project meets the applicable
utilization standards by Year 1 of operation for one operating rooms, justifying the need for both rooms
proposed by this project.
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ATTACHMENT 24
Non-Hospital Based Ambulatory Surgery -
Treatment Room Assessment 1110.235(C)(4)

State Standard for One Operating Room (in hours) 1500
Proposed Facility Utilization (in minutes) 453,936
Proposed Facility Utilization Year 1 (in hours) 7,566
Proposed Facility Utilization Year 2 (in hours) 7,944
Total Projected Referrals in Year 1 7,105
Total Projected Referrals in Year 2 7,460
Operational Days 250
Average Hours of Operation 7.5
Total Available Procedure Hours (Per Operating Room) 1875
Number of Operating Rooms 6
First Year Proposed Procedures 799
First Year Utilization (Operating Room 1) 80%
First Year Utilization (Operating Room 2) 3.5%
Second Year Proposed Procedures 992
Second Year Utilization (Operating Room 1) 80%
Second Year Utilization (Operating Room 2) 23.7%
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Attachment 24
Staffing — 1110.235(c)(8)

The Applicant has carefully evaluated the clinical and professional staffing requirements necessary to
support the proposed expansion of the Ortholllinois Surgery Center Elgin (“ASTC”) and has determined
that sufficient staffing resources are available to ensure safe, efficient, and compliant operations. The
proposed staffing model has been developed in accordance with applicable licensure requirements of the
lllinois Department of Public Health (“IDPH”) and the standards of nationally recognized accrediting
organizations.

The ASTC will be staffed by a multidisciplinary team of qualified healthcare professionals, including
registered nurses, surgical technicians, anesthesia providers, and administrative personnel. Clinical
staffing will be structured to support two additional operating rooms and will include circulating nurses,
scrub personnel, and recovery room staff with experience in ambulatory surgical settings. Anesthesia
services will be provided by qualified anesthesiologists, physician assistants and/or certified registered
nurse anesthetists (CRNAs), consistent with the types of procedures to be performed at the facility. The
facility will be utilizing a similar staffing model already employed at the ASTC.

The proposed facility is located within the City of Elgin, a large metropolitan area with a well-established
healthcare workforce. The availability of experienced clinical personnel in the region supports the
Applicant’s ability to recruit and retain qualified staff, as needed.

In addition, the Applicant has already implemented and utilized standard recruitment strategies, including
targeted outreach to experienced ambulatory surgical personnel, engagement with local healthcare
training programs, and utilization of professional staffing networks. These recruitment techniques have
allowed the practice to support its already existing 4 operating rooms and 11 recovery stations.

The Applicant will ensure that all staff meet applicable licensure, certification, and credentialing
requirements, and will implement policies and procedures consistent with IDPH regulations and
accrediting body standards. Ongoing training and competency assessments will be conducted to maintain
high standards of patient care and safety.

Dr. Tom Stanley., will serve as the Medical Director of the proposed ASTC. Dr. Tom Stanley, MD, is a

distinguished orthopedic spine surgeon and has extensive experience in performing minimally invasive
interventional pain procedures and related surgical services.
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Attachment 24
Charge Commitment — 1110.235(c)(8)

Ortholllinois

& division of OrthoMidwest”

July 29, 2026

John P. Kniery

llfinois Health Facilities and Service Review Board
525 West Jeffersan Street, 2™ Floar

Springfield, inois 62761

Re:  Ortholllineis Surgery Center Elgin, LLC = Charge Commitment
Dear Mr. Kniery,

As a representative of Ortholllinois Surgery Center Eigin, LLC, |, Anthony Brown, hereby attest that a
peer review program exists or will be implemented that evaluates whether patient outcomes are
consistent with quality standards established by professional organizations for ASTC services, and if

outcomes do not meet or exceed those standards, that a quality improvement plan will be initiated.

Furthermore, [ hereby attest that in order to meet the objects of the lllingis Health Facilities Planning
Act, which are to improve the financial ability of the public to obtain necessary health services, and to
establish an orderly and comprehensive health care delivery system that will guarantee the availability
of quality health care to the general public; and cost containment and support for safety net services
that we have enclosed a list of CPT codes and a proposed fee schedule, We hereby commit that the
charges will not increase, at a minimum, for the first 2 years of operation unless a permit is first

obtained pursuant to 77 lll. Admin. Code §1130.310(z).
Sincerely,
Anthdliy Brown

Chief Executive Officer
Ortholllingis Surgery Center Elgin, LLC

CLIMIC LOC
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Attachment 24
Charge Commitment — 1110.235(c)(8)

CPT Code Description

10061 Incision and drainage of abscess; complicated or multiple

10120 Incision and removal of foreign body, subcutaneous tissues; simple

10121 Incision and removal of foreign body, subcutaneous tissues; complicated

10140 Incision and drainage of hematoma, seroma or fluid collection

11042 Debridement, subcutaneous tissue; first 20 sq cm or less

11043 Debridement, muscle and/or fascia; first 20 sq cm or less

11044 Debridement, bone; first 20 sq cm or less

11423 Excision, benign lesion including margins, scalp, neck, hands, feet, genitalia; excised diameter 0.6 to 1.0
cm

11424 Excision, benign lesion including margins, scalp, neck, hands, feet, genitalia; excised diameter 1.1 to 2.0
cm

11730 Avulsion of nail plate, partial or complete, simple; single

11760 Repair of nail bed

12020 Treatment of superficial wound dehiscence; simple closure

13160 Secondary closure of surgical wound or dehiscence, extensive or complicated

14040 Adjacent tissue transfer or rearrangement, forehead, cheeks, chin, mouth, neck, axillae, genitalia, hands,
and/or feet; defect 10 sq cm or less

20525 Removal of foreign body in muscle or tendon sheath; deep or complicated

20670 Removal of implant; superficial

20680 Removal of implant; deep

20694 Removal of fixation device under anesthesia requiring separate incision

20900 Bone graft, any donor area; minor or small

22551 Arthrodesis, anterior interbody, including disc space preparation, discectomy, osteophytectomy and
decompression of spinal cord and/or nerve roots; cervical below C2

22558 Arthrodesis, anterior interbody, including disc space preparation, discectomy, osteophytectomy and
decompression of spinal cord and/or nerve roots; cervical below C2, each additional interspace

22612 Arthrodesis, posterior or posterolateral technique, single level; lumbar

22633 Arthrodesis, combined posterior or posterolateral technique with posterior interbody technique including
laminectomy and/or discectomy sufficient to prepare interspace, single interspace and segment; lumbar

22856 Total disc arthroplasty, anterior approach, including discectomy; single interspace, cervical

22864 Total disc arthroplasty, anterior approach, including discectomy; second level, cervical

23030 Incision and drainage, shoulder area; deep abscess or hematoma

23076 Excision, tumor, soft tissue of shoulder area, subcutaneous; 3 cm or greater

23120 Claviculectomy; partial

ATTACHMENT 24

Page 108



CPT Code Description

23333 Removal of foreign body, shoulder; deep

23395 Muscle transfer, any type, shoulder or upper arm; single

23405 Tenotomy, shoulder area; single tendon

23412 Repair of ruptured musculotendinous cuff; open, chronic

23430 Tenodesis of long tendon of biceps

23460 Capsulorrhaphy, anterior; Putti-Platt procedure or Magnuson type operation

23462 Capsulorrhaphy, anterior, any type; with bone block

23466 Capsulorrhaphy, glenohumeral joint, any type; multidirectional instability

23470 Arthroplasty, glenohumeral joint; hemiarthroplasty

23472 Arthroplasty, glenohumeral joint; total shoulder (glenoid and proximal humeral replacement)

23473 Revision of total shoulder arthroplasty, including allograft when performed; humeral or glenoid
component

23515 Open treatment of clavicular fracture, includes internal fixation, when performed

23550 Open treatment of acromioclavicular dislocation, acute or chronic

23615 Open treatment of proximal humeral fracture, includes internal fixation, when performed

23630 Open treatment of greater humeral tuberosity fracture, includes internal fixation, when performed

23655 Closed treatment of shoulder dislocation, with manipulation, requiring anesthesia

23700 Manipulation under anesthesia, shoulder joint, including application of fixation apparatus

24076 Excision, tumor, soft tissue of upper arm or elbow area, subcutaneous; 3 cm or greater

24105 Excision, olecranon bursa

24147 Partial excision of bone, olecranon process

24300 Manipulation, elbow, under anesthesia

24341 Repair, tendon or muscle, upper arm or elbow, each tendon or muscle, primary or secondary; without
free graft

24342 Reinsertion of ruptured biceps or triceps tendon, distal, with or without tendon graft

24343 Repair lateral collateral ligament, elbow, with local tissue

24345 Repair medial collateral ligament, elbow, with local tissue

24357 Percutaneous skeletal fixation of humeral epicondylar fracture, medial or lateral

24358 Open treatment of humeral epicondylar fracture, medial or lateral, includes internal fixation, when
performed

24359 Open treatment of humeral epicondylar fracture, medial or lateral, with implant(s)

24360 Arthroplasty, elbow; with membrane

24575 Open treatment of humeral shaft fracture with plate/screws, with or without cerclage

24579 Open treatment of humeral shaft fracture, with insertion of intramedullary implant, with or without
cerclage and/or locking screws

24615 Open treatment of acute or chronic elbow dislocation
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24635 Open treatment of Monteggia type of fracture dislocation at elbow, includes internal fixation, when
performed

24666 Open treatment of distal humeral fracture, transcondylar or intercondylar, with internal fixation

24685 Open treatment of ulnar fracture, proximal end (olecranon process), includes internal fixation, when
performed

25000 Incision, extensor tendon sheath, wrist

25001 Incision, flexor tendon sheath, wrist

25066 Biopsy, soft tissue of forearm and/or wrist; deep

25071 Excision, tumor, soft tissue of forearm and/or wrist area, subcutaneous; 3 cm or greater

25073 Excision, tumor, soft tissue of forearm and/or wrist area, subfascial; 3 cm or greater

25075 Excision, tumor, soft tissue of forearm and/or wrist area, subfascial; less than 3 cm

25077 Radical resection of tumor, soft tissue of forearm and/or wrist area; less than 3 cm

25078 Radical resection of tumor, soft tissue of forearm and/or wrist area; 3 cm or greater

25105 Arthrotomy, wrist joint; with synovectomy

25111 Excision of ganglion, wrist; primary

25116 Radical excision of bursa, synovia of wrist, or forearm tendon sheaths; flexors

25118 Synovectomy, extensor tendon sheath, wrist, single compartment

25215 Open treatment of carpal bone fracture (other than scaphoid or lunate), each bone

25248 Excision or curettage of cyst of carpals

25260 Repair, tendon or muscle, flexor, forearm and/or wrist; primary, single, each tendon or muscle

25310 Tendon transplantation or transfer, flexor or extensor, forearm and/or wrist, single; each tendon

25320 Capsulorrhaphy or reconstruction, wrist, open

25337 Reconstruction for stabilization of unstable distal ulna or distal radioulnar joint, secondary by soft tissue
stabilization

25400 Repair of nonunion or malunion, radius OR ulna; without graft

25405 Repair of nonunion or malunion, radius OR ulna; with autograft

25440 Repair of nonunion or malunion, distal radius; without graft

25447 Arthroplasty, interposition, intercarpal or carpometacarpal joints

25448 Arthroplasty, interposition, wrist, with or without prosthesis; with or without autograft

25449 Revision of arthroplasty, wrist joint

25505 Open treatment of radial shaft fracture, includes internal fixation, when performed

25515 Open treatment of radial shaft fracture, includes internal fixation, when performed, and open treatment
of distal radioulnar joint dislocation

25565 Open treatment of radial AND ulnar shaft fractures, with internal fixation, when performed

25575 Open treatment of distal radioulnar dislocation, acute or chronic

25606 Percutaneous skeletal fixation of distal radial fracture or epiphysis
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25607 Open treatment of distal radial extra-articular fracture or epiphysis, with internal fixation

25608 Open treatment of distal radial intra-articular fracture or epiphysis, 2 fragments, with internal fixation

25609 Open treatment of distal radial intra-articular fracture or epiphysis, 3 or more fragments, with internal
fixation

25628 Open treatment of carpal scaphoid fracture, includes internal fixation, when performed

26011 Drainage of finger abscess; complicated

26040 Fasciotomy, palmar; percutaneous

26055 Tendon sheath incision

26113 Excision, tumor, soft tissue of hand or finger, subcutaneous; each additional 1.5 cm or less

26115 Excision, tumor or vascular malformation, soft tissue of hand or finger, subfascial; less than 1.5 cm

26116 Excision, tumor or vascular malformation, soft tissue of hand or finger, subfascial; 1.5 cm or greater

26121 Fasciotomy, palm only, open; partial

26123 Fasciectomy, partial palmar with release of single digit including proximal interphalangeal joint

26135 Synovectomy, metacarpophalangeal joint; each additional joint

26145 Synovectomy, tendon sheath, radical, flexor tendon, palm and/or finger, each tendon

26160 Excision of lesion of tendon sheath or capsule, hand or finger

26235 Partial excision of bone, proximal or middle phalanx of finger

26350 Repair or advancement, flexor tendon, in zone 2 digital flexor tendon sheath; primary or secondary

without free graft, each tendon

26357 Repair or advancement, flexor tendon, in zone 2 digital flexor tendon sheath; secondary, with free graft,
each tendon

26370 Repair or advancement of profundus tendon, with intact superficialis tendon; primary, each tendon

26372 Repair or advancement of profundus tendon, with intact superficialis tendon; secondary with free graft,
each tendon

26410 Repair, extensor tendon, hand, primary or secondary; without free graft, each tendon

26418 Repair, extensor tendon, finger, primary or secondary; without free graft, each tendon

26432 Closed treatment of distal extensor tendon insertion avulsion; with or without percutaneous pinning

26437 Realignment of extensor tendon, hand, each tendon

26440 Tenolysis, flexor tendon; palm OR finger, each tendon

26449 Tenolysis, complex, extensor tendon, finger, including forearm, each tendon

26471 Tenodesis; of proximal interphalangeal joint, each joint

26480 Transfer or transplant of tendon, carpometacarpal area or dorsum of hand; without free graft, each
tendon

26531 Arthroplasty, metacarpophalangeal joint; with prosthetic implant

26536 Arthroplasty, interphalangeal joint; with prosthetic implant

26540 Repair of collateral ligament, metacarpophalangeal or interphalangeal joint

26541 Reconstruction, collateral ligament, metacarpophalangeal joint, single; with tendon or fascial graft
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26548 Reconstruction, collateral ligament, interphalangeal joint, single, including graft, each joint

26608 Percutaneous skeletal fixation of metacarpal fracture, each bone

26615 Open treatment of metacarpal fracture, single, includes internal fixation, when performed, each bone
26676 Percutaneous skeletal fixation of distal phalangeal fracture, each

26705 Closed treatment of metacarpophalangeal dislocation, single, with manipulation; requiring anesthesia
26727 Percutaneous skeletal fixation of unstable phalangeal shaft fracture, proximal or middle phalanx, finger

or thumb, with manipulation, each

26735 Open treatment of phalangeal shaft fracture, proximal or middle phalanx, finger or thumb, includes
internal fixation, when performed, each

26756 Percutaneous skeletal fixation of distal phalangeal fracture, finger or thumb, each

26765 Open treatment of distal phalangeal fracture, finger or thumb, includes internal fixation, when
performed, each

26785 Open treatment of interphalangeal joint dislocation, includes internal fixation, when performed, single
26841 Arthrodesis, carpometacarpal joint, thumb, with or without internal fixation

26860 Arthrodesis, interphalangeal joint, with or without internal fixation

26951 Amputation, finger or thumb, primary or secondary, any joint or phalanx, single, including neurectomies
26952 Amputation, finger or thumb, primary or secondary, any joint or phalanx, single, including

neurectomies; with local advancement flaps

26989 Unlisted procedure, hands or fingers
27130 Arthroplasty, acetabular and proximal femoral prosthetic replacement (total hip arthroplasty), with or
without autograft or allograft
27132 Conversion of previous hip surgery to total hip arthroplasty, with or without autograft or allograft
27279 Arthrodesis, sacroiliac joint, percutaneous or minimally invasive
27299 Unlisted procedure, pelvis or hip joint
27340 Excision, prepatellar bursa
27347 Excision of lesion of meniscus or capsule of knee joint
27355 Excision or curettage of bone cyst or benign tumor, femur
27380 Suture of infrapatellar tendon; primary
27385 Suture of quadriceps or hamstring muscle rupture; primary
27386 Suture of quadriceps or hamstring muscle rupture; secondary reconstruction
27405 Repair, primary, torn ligament and/or capsule, knee; collateral
27412 Autologous chondrocyte implantation, knee
27415 Osteochondral allograft, knee, open
27422 Autologous osteochondral mosaicplasty, knee (includes harvesting of autograft)
27427 Ligamentous reconstruction (augmentation), knee; extra-articular
27428 Ligamentous reconstruction (augmentation), knee; intra-articular (open)
27446 Arthroplasty, knee, condyle and plateau; medial OR lateral compartment
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27447 Arthroplasty, knee, condyle and plateau; medial AND lateral compartments with or without patella
resurfacing (total knee arthroplasty)

27477 Arrest, epiphyseal, any method; tibia and fibula, proximal

27485 Arrest, hemiepiphyseal, distal femur or proximal tibia or fibula

27486 Revision of total knee arthroplasty, with or without allograft; one component

27498 Decompression fasciotomy, thigh and/or knee, 1 compartment

27524 Open treatment of patellar fracture, with internal fixation and/or partial or complete patellectomy and
soft tissue repair

27570 Manipulation of knee joint under general anesthesia

27625 Arthrotomy, with synovectomy, ankle

27635 Open treatment of tibial fracture, proximal, includes internal fixation, when performed

27650 Repair, primary, open or percutaneous, ruptured Achilles tendon

27652 Repair, secondary, Achilles tendon, with or without graft

27659 Repair, flexor tendon, leg; secondary, with or without graft, each

27665 Repair, flexor tendon, leg; secondary with graft, each

27680 Tenolysis, flexor or extensor tendon, leg and/or ankle; single, each tendon

27691 Transfer or transplant of single tendon (with muscle redirection or rerouting); deep

27695 Repair, primary, disrupted ligament, ankle; collateral

27698 Repair, secondary, disrupted ligament, ankle, collateral; with free graft

27702 Arthroplasty, ankle; with implant (total ankle)

27726 Repair of fibular nonunion and/or malunion with internal fixation

27758 Open treatment of tibial shaft fracture, with plate/screws, with or without cerclage

27766 Open treatment of medial malleolus fracture, includes internal fixation, when performed

27792 Open treatment of distal fibular fracture (lateral malleolus), includes internal fixation, when performed

27814 Open treatment of bimalleolar ankle fracture, includes internal fixation, when performed

27822 Open treatment of trimalleolar ankle fracture, includes internal fixation, medial and/or lateral malleolus;
without fixation of posterior lip

27823 Open treatment of trimalleolar ankle fracture, includes internal fixation, medial and/or lateral malleolus;
with fixation of posterior lip

27827 Open treatment of fracture of weight bearing articular surface/portion of distal tibia, with internal
fixation, when performed; of tibia only

27829 Open treatment of distal tibiofibular joint disruption, includes internal fixation, when performed

28039 Excision, tumor, soft tissue of foot or toe, subcutaneous; less than 1.5 cm

28070 Synovectomy; metatarsophalangeal joint, each

28072 Synovectomy; interphalangeal joint, each, toe

28088 Synovectomy, tendon sheath, foot; flexor

28100 Excision or curettage of bone cyst or benign tumor, talus or calcaneus
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28103 Excision or curettage of bone cyst or benign tumor, tarsal or metatarsal, except talus or calcaneus

28104 Excision or curettage of bone cyst or benign tumor, phalanges of foot

28113 Ostectomy, complete excision; metatarsal head, fifth

28114 Ostectomy, complete excision; all metatarsal heads, with partial proximal phalangectomy

28122 Partial excision of tarsal or metatarsal bone, except talus or calcaneus

28210 Radical resection of tumor, soft tissue of foot or toe; less than 3 cm

28285 Correction, hammertoe; by phalangeal head resection, each toe

28300 Osteotomy; calcaneus, with or without internal fixation

28305 Osteotomy; with bone graft, tarsal bone (except calcaneus)

28308 Osteotomy, with or without lengthening, shortening or angular correction, metatarsal; other than first
metatarsal, each

28465 Open treatment of tarsal bone fracture, includes internal fixation, when performed, each

28485 Open treatment of metatarsal fracture, includes internal fixation, when performed, each

28715 Arthrodesis; triple

28725 Arthrodesis; subtalar

28730 Arthrodesis, midtarsal or tarsometatarsal, multiple or transverse; without osteotomy

28750 Arthrodesis, great toe; metatarsophalangeal joint

28755 Arthrodesis, great toe; interphalangeal joint

29806 Arthroscopy, shoulder, surgical; capsulorrhaphy

29807 Arthroscopy, shoulder, surgical; repair of SLAP lesion

29822 Arthroscopy, shoulder, surgical; debridement, limited

29823 Arthroscopy, shoulder, surgical; debridement, extensive

29824 Arthroscopy, shoulder, surgical; distal claviculectomy including distal articular surface

29825 Arthroscopy, shoulder, surgical; with lysis and resection of adhesions, with or without manipulation

29827 Arthroscopy, shoulder, surgical; with rotator cuff repair

29828 Arthroscopy, shoulder, surgical; biceps tenodesis

29837 Arthroscopy, elbow, surgical; debridement, limited

29838 Arthroscopy, elbow, surgical; debridement, extensive

29845 Arthroscopy, knee, surgical; synovectomy, limited

29846 Arthroscopy, knee, surgical; excision of plica

29848 Arthroscopy, wrist, surgical; excision of loose body

29870 Arthroscopy, knee, diagnostic, with or without synovial biopsy

29874 Arthroscopy, knee, surgical; for removal of loose body or foreign body

29875 Arthroscopy, knee, surgical; synovectomy, limited

29877 Arthroscopy, knee, surgical; debridement/shaving of articular cartilage
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29880 Arthroscopy, knee, surgical; with meniscectomy including any meniscal shaving; medial OR lateral

29881 Arthroscopy, knee, surgical; with meniscectomy including any meniscal shaving; medial AND lateral

29882 Arthroscopy, knee, surgical; with meniscus repair, medial OR lateral

29884 Arthroscopy, knee, surgical; with lysis of adhesions, with or without manipulation

29887 Arthroscopy, knee, surgical; drilling for intact osteochondritis dissecans lesion

29888 Arthroscopy, knee, surgical; with anterior cruciate ligament reconstruction/augmentation with or without
meniscal repair or reconstruction

29889 Arthroscopy, knee, surgical; with posterior cruciate ligament reconstruction/augmentation

29895 Arthroscopy, ankle, surgical; synovectomy, partial

29898 Arthroscopy, ankle, surgical; debridement, extensive

29901 Arthroscopy, metacarpophalangeal joint, surgical; with debridement

29914 Arthroscopy, hip, surgical; with femoroplasty

29915 Arthroscopy, hip, surgical; with acetabuloplasty

29916 Arthroscopy, hip, surgical; with labral repair

29999 Unlisted procedure, arthroscopy

63001 Laminectomy with exploration and/or decompression of spinal cord and/or cauda equina, without
facetectomy, foraminotomy or discectomy; 1 or 2 vertebral segments, cervical

63020 Laminotomy (hemilaminectomy), with decompression of nerve root(s), including partial facetectomy,
foraminotomy and/or excision of herniated intervertebral disc; 1 interspace, cervical

63030 Laminotomy (hemilaminectomy), with decompression of nerve root(s), including partial facetectomy,
foraminotomy and/or excision of herniated intervertebral disc; 1 interspace, lumbar

63042 Laminotomy (hemilaminectomy), with decompression of nerve root(s), including partial facetectomy,
foraminotomy and/or excision of herniated intervertebral disc, reexploration; lumbar

63045 Laminectomy, facetectomy and foraminotomy, 1 or 2 vertebral segments; cervical

63046 Laminectomy, facetectomy and foraminotomy, 1 or 2 vertebral segments; thoracic

63047 Laminectomy, facetectomy and foraminotomy, 1 or 2 vertebral segments; lumbar

63056 Transpedicular approach with decompression of spinal cord, equina and/or nerve root(s); lumbar, each
additional segment

63650 Percutaneous implantation of neurostimulator electrode array, epidural

63661 Removal of spinal neurostimulator electrode percutaneous array(s)

63685 Insertion or replacement of spinal neurostimulator pulse generator or receiver, direct or inductive
coupling

63688 Revision or removal of implanted spinal neurostimulator pulse generator or receiver

64483 Injection(s), anesthetic agent(s) and/or steroid; transforaminal epidural, with imaging guidance, lumbar
or sacral, single level

64702 Neuroplasty; digital, one or both, same digit

64708 Neuroplasty, major peripheral nerve, arm or leg, open; other than specified

64718 Neuroplasty and/or transposition; ulnar nerve at elbow
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64721 Neuroplasty and/or transposition; median nerve at carpal tunnel
64772 Transection or avulsion of other spinal nerve, extradural

64831 Suture of digital nerve, hand or foot; one nerve

64907 Nerve repair; with nerve allograft, each additional nerve strand
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Attachment 24
Assurances — 1110.235(c)(8)

Ortholllinois

A division of OrthoMidwest”

July 29, 2026

lohn P. Kniery

llingis Health Facilities and Service Review Board
525 West Jefferson Street, 2™ Floor

Springfield, lllinois 62761

Re:  Ortholllinois Surgery Center Elgin, LLC - Assurances
Dear Mr. Kniery,

As a representative of Ortholllineis Surgery Center Elgin, LLC, 1, Anthony Brown, hereby attest
that the Applicant’s full anticipation that, by the end of the second year following the
proposed ambulatory surgical treatment center's opening, the proposed facility will operate

at or in excess of the utilization standards identified in 77 1. Admin. Code 81110, Appendix B.
Sinceraly,
Anthony Brown

Chief Executive Officer
Ortholllingis Surgery Center Elgin, LLC

CLIMIC LOCATIONS
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Attachment 33
Availability of Funds

The proposed project will be funded by the applicants obtaining mortgage debt financing from
UMB Bank, n.a., their long-time financial institution. The applicants have included a commitment letter
from the bank as evidence of the availability of financing attesting to a maximum loan amount which
exceeds the proposed project mortgage costs.
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Attachment 33
Availability of Funds

Ortholllinois

A division of OrthoMidwest’

July 29, 2026

John P. Kniery

Board Administrator

Illinois Health Facilities and Services Review Board
525 W Jefferson Street, Floor 2

Springfield, IL 62761

Re: Ortholllinois Surgery Center Elgin, LLC
I, Admin. Code Section 1120.120(a) Available Funds Certification
Ill. Admin. Code Section 1120.140(a) Reasonableness of Financing
Arrangements

Dear Mr. Kniery:

As representative of Ortholllinois Surgery Center Elgin, LLC, |, Anthony Brown, hereby
attest that the project costs will be $15,719,234. Ortholllinois Surgery Center Elgin, LLC
will fund the entirety of the construction of the project and the necessary working capital
and operating deficits through the first full fiscal year. Ortholllinois Surgery Center Elgin,
LLC will fund these costs with a loan from UMB Bank, n.a. and existing cash. Ortholllinois
Surgery Center Elgin, LLC has sufficient and readily accessible internal resources to fund
the obligation required by the project.

| further certify that our analysis of the funding options for this project reflected that the
funding strategy outlined herein is the lowest net cost option available.

Sincerely,

Anthbny Brown
Chief Executive Officer
Ortholllinois Surgery Center Eigin, LLC

CLINIC LOCATIONS

MCHENRY ROCKFORD

V. Shamireck Ln, Suite 103
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Availability of Funds

uUMB

CONFIDENTIAL

EXPRESSION OF INTEREST - FOR DISCTUSSION PURPOSES ONLY - NOT BINDING
OrthoMidwest FLLC; Ortholllineis Surgery Center Elgin
Angust 25, 2026

This Expression of Interest is only a summary of general terms and conditicns and is intended solely for use as
a basis for discussions by Bormower (defined below) and UMB Bank, n.a. (“Bank™). This Expression of Interest
Is nof a term sheet or proposal, does met constitute a commitment to lend on the part of Bank or any of its
affiliates. and 1s nof a contract or an offer to enter into a confract by Bank or any of its affiliates. This Expression
of Interest will not be deemed to obligate Bank or any of its affiliates in any manner whatseever. This document
metely describes a framework of some of the terms, conditions, covenants, representations, warranties and other
provisions from which a mmtually acceptable financing transaction might be structured and documented. Omly
definitive, written, loan and security agreements and related documentation duly executed by both Bormmower and
Bank in connection with any loan may be binding on Borrower and Bank.

Borrower: Elgzin ASC Feal Estate Ventures. Final Bomower structure subject to Bank review and
approval.

TERM T.OAN CREDIT FACTLITY

Purpose: Provide financing (the “Term Loan™) for expansion of Elgin surgery center.

Facility Amount:  $4.700.000.

Term: 60 months from closing.

Interest Rarte: FIXED RATE OFPTION 6.75%. If the Term Loan does not close within 200 days of this
term sheet, the interest rate will revert to The Weekly Average Yield on US. Treasury
Securities adjusted to a constant maturity of five (5) Years, as described in the Monday
publication of the Federal Feserve Statistical Release H 135, plus 2.31%, with a floor of
QUOTED FINED RATE: 6.75%.

All interest will be computed on the basis of a 360-day year and the actual mmmber of days
elapsed.

Eepavment: Interest only for 12 months. Thereafter, monthly payments of principal plus interest based
on 2 22 year amortization using the actual interest rate of 6.75%, due on the 13* day of
each calendar month  All outstanding principal and accrued mterest will be due at
maturity.

Facility Fee: To be determined.

Prepavment
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Premium:

Borrower:

Purpose:

Facility Amount:

Term:

Interest Rate:

Eepavment:

Facility Fee:

Prepavment
Preminm:

Borrower:

Purpose:

Facility Amount:

Term:

Attachment 33
Availability of Funds

CONFIDENTIAL

A prepayment premium will be due and owing as follows: 3% in Year 1; 2% in Year 2;
and 1% in Years 3 to 5. Prepayment from normal cash flows will not be subject to
premmium.

Ortholllineis Surgery Center Elgin, I1.C. Final Bommower stmcture subject to Bank review
and approval.

TERM LOAN CREDIT FACILITY

Provide financing (the “Term Loan™) for equpment needs for Elgm surgery center
eXpansion.

§1.125.000.
72 months from closing.

FINED RATE OPTION 6.75%. If the Term Loan does not close within 200 days of this
term sheet, the imterest rate will revert to The Weekly Average Yield on US. Treasury
Securnties adjusted to a constant maturity of five (3) Years, as descnbed in the Monday
publication of the Federal Reserve Statistical Release H.13, plus 2.31%, with a floor of
QUOTED FIXED RATE: 6.75%.

All interest will be computed on the basis of a 360-day year and the actual mmmber of days
elapsed.

Interest only for 12 months. Thereafter, monthly payments of principal plus interest based
on a 7 year amortization using the actual interest rate of 6.75%, due on the 15% day of each
calendar month.  All outstanding principal and accrued interest will be due at matunty.

To be determined .

A prepayment premium will be due and owing as follows: 3% in Year 1; 2% in Year 2;
and 1% in Years 3 to 7. Prepayment from normal cash flows will not be subject to
premnm.

Ortholllineis Surgery Center Elgin, I1.C. Final Bommower stmcture subject to Bank review
and approval.

TEEM 1.OAN CEEDIT FACTLITY

Provide financing (the “Term Loan™) for leasehold improvements for Elgin surgery center
expansion.

$4.975,000.

60 months from closing.

Page 2 of §
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CONFIDENTIAL

Interest Rate: FIXED RATE OPTION 6.75%. If the Term Loan does not close within 200 days of this
term sheet, the inferest rate will revert to The Weekly Average Yield on US. Treasury
Secunties adjusted to a constant maturity of five (3) Years, as descnbed in the Monday
publication of the Federal Reserve Statistical Release H 13, plus 2.31%, with a floor of
QUOTED FINED RATE: 6.75%.

Allinterest will be computed on the basis of a 360-day year and the actual mmmber of days
elapsed.

Eepavment: Interest only for 12 months. Thereafter, monthly payments of principal plus mterest based
on a 13 year amortization using the actual interest rate of 6.75%, due on the 152 day of
each calendar month  All outstanding principal and accrued interest will be due at

maturity.

Facility Fee: To be determined.

Prepayvment

Premium: A prepayment premum will be due and owing as follows: 3% in Year 1; 2% m Year 2;
and 1% 1 Years 3 to 5. Prepayment from normal cash flows will not be subject to
premium.

OTHER TERMS AND CONDITTONS [APPIICABLE TO ALL FACTIITIES]

Other Fees

and Expenses: Bomower will be required to pay for all fees incumred or charged by Bank inchading, but
not limited to, the preparation of loan documentation customary for this type of transaction
[ty Bank s outside legal coumsel], collateral perfection, and all other expenses incurred by
Bank. All fees and expenses detailed herein will be deemed eamed and payable at the time
of closing. In the event the proposed faciliies do not clese, Bormower will remain liable to
Bank for all fees and expenses actually mewred by Bank and will pay the same wupon
request from Bank.

Collateral: All business assets of Bomower(s), including, tut not limited te, accounts receivable,
inventory, machinery and equipment, fixtures, real estate, contract nghts, documents,
instruments, and general intangibles, and other security that is customary for these types of
faciliies. First lien mortgage and assigmment of rents, leases, property management
agreement and other secunty that is customary for these types of facilities for the property
located at 2440 Alft Lane. Elgin, IT. 60124

Guarantors: OrthoMidwest, PLCC will provide its unlimited guarantee. Ortholllincis Surgery Center
Elgm, IL.C will provide its unhmited guarantes. Pro rata guarantees from each shareholder
limited to a total of $2.000,000.

Minimum Financial

Covenants:

No changes to existing covenant package are anficipated at this time.
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CONFIDENTIAL

Deposit

Account(s): Bormrower will be required to maintain its primary depository and treasury management
relationship with Bank.

Eeporting

Eequirements: No changes to existing reporting requirements are anticipated at this time.

Insurance: Personal property and hiability insurance coverages, ncluding umbrella and excess liability
coverage naming Bank as additional insured; and such other coverages as may be required
by Bank.

Other

Eequirements

or Conditions: The following additional requirements and conditions to closing or fimding the facilities
{as applicable) will be included:

1} The facilifies described in this Expression of Interest are subject to final credit
approval by the Semior Loan Commuttee of Bank (which approval may not be
provided). All terms are subject to change.

2} Bank receipt, review, and approval of Guarantors and ther financial statements
mcluding balance sheet, real estate schedule, global cash flow, and contingent
liabilities. Bank will require ligudity to be venfied via receipt of bankbrokerage
statements, if needed.

3} Satisfactory completion by Bank of remaming underwmiting and market due diligence
typically required for these types of facilities, inclading, but not linuted to,
verification of contributed equity.

4} Subject to Bank’'s appraisal of the Collateral.

3}  Additional market due diligence. Additional market due diligence must be acceptable
to Bank i its sole and absolute discretion.

6) Subordinate liens will be prohibited without Bank’s prior wrtten consent. A
subordination agreement will be required with any pre-existing lender in a form, and
on terms and conditions, acceptable to Bank.

T} Receipt, review, and approval by Bank of all organizational and other due diigence
documents for Borrower and each Guarantor, together with any additional entities that
hold direct or indirect interests in such parties, whose consent is necessary to such
parties” due authonzation of the loan documents and any key members or partners of
Bormower or any Guarantor as may be required by the Federal “Enow Your Customer™
and/or Beneficial Ownership requirements and/or as may be reasenably determined by
Bank.

8) Receipt, review, and approval by Bank of such other information as Bank may
reasonably request.
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Attachment 36
Economic Feasibility

Included with this attachment is a letter from Anthony Brown that addresses the Reasonableness
of Financing Arrangements and Conditions of Debt Financing.
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Attachment 36
Economic Feasibility

Ortholllinois

A division of OrthoMidwest’

July 29, 2026

John P. Kniery

Board Administrator

Illinois Health Facilities and Services Review Board
525 W Jefferson Street, Floor 2

Springfield, IL 62761

Re: Ortholllinois Surgery Center Elgin, LLC
I, Admin. Code Section 1120.120(a) Available Funds Certification
Ill. Admin. Code Section 1120.140(a) Reasonableness of Financing
Arrangements

Dear Mr. Kniery:

As representative of Ortholllinois Surgery Center Elgin, LLC, |, Anthony Brown, hereby
attest that the project costs will be $15,719,234. Ortholllinois Surgery Center Elgin, LLC
will fund the entirety of the construction of the project and the necessary working capital
and operating deficits through the first full fiscal year. Ortholllinois Surgery Center Elgin,
LLC will fund these costs with a loan from UMB Bank, n.a. and existing cash. Ortholllinois
Surgery Center Elgin, LLC has sufficient and readily accessible internal resources to fund
the obligation required by the project.

| further certify that our analysis of the funding options for this project reflected that the
funding strategy outlined herein is the lowest net cost option available.

Sincerely,

Anthbny Brown
Chief Executive Officer
Ortholllinois Surgery Center Eigin, LLC

CLINIC LOCATIONS

MCHENRY ROCKFORD

V. Shamireck Ln, Suite 103
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Attachment 36
Economic Feasibility

COST AND GROSS SQUARE FEET BY DEPARTMENT OR SERVICE

A B C D E F G H
Department Total Cost
(List below) Cost/Square Foot Gross Sq. Ft. Gross Sq. Ft. Const. $ Mod. $ (G+H)
New Mod. New Circ.” Mod. Circ.* (AxC) (BxE)
ASTC $509.34 - 5,400 4,551 - - $2,750,458 - $2,750,458
Contingency $50.92 - - - - - $275,000 - $275,000
TOTALS $560.26 - 5,400 4,551 - - $3,025,458 - $3,025,458

* Include the percentage (%) of space for circulation

Pursuant to lllinois Administrative Code Section 1120 Appendix A (a)(3), a project’s cost must be at or
below the RS Means for the new construction of an ASTC. At the time of this application, the RS Means
for the new construction of an ASTC in this area of the state is $510.27 per GSF. This project is slated to
be completed in the third quarter of 2028 and the applicable RS Means standard is $510.27 per GSF. The
proposed cost per GSF for this project without contingency costs is $509.34, which meets state

standards.
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Attachment 37
Safety Net Impact Statement

The proposed project is a non-substantive project and the safety net impact statement is not
applicable.
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Attachment 38
Charity Care Information

CHARITY CARE
2022 2023 2024
Net Patient Revenue $9,057,408
Amount of Charity Care (charges) - - $6,224
Cost of Charity Care

The projected patient mix by payer source is based on the existing patient base seen by
Ortholllinois Surgery Center Elgin in 2028.

Projected Patient Base Payor Mix

Payor Name % of Patients Treated at Facility
Private Insurance 46%
Medicare 45%
Medicaid 2.5%
Self-Pay 2%
Worker's Compensation 4.5%
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Attachment 39
Flood Plain Information

Ortholllinois

A givision of CrthoMidwes?

July 29, 2026

John P. Kniery

Board Administrator

lllinois Health Facilities and Services Review Board
525 W Jefferson Street, Floor 2

Springfield, IL 62761

Re:  Ortholllinois Surgery Center Elgin - Flood Plain Requirements
Dear Mr. Kniery:

As representative of Ortholllinois Surgery Center Elgin, LLC, |, Anthony Brown., affirm that our
proposed site complies with lllinois Executive Order #2005-5, The site located at 2440 Alft Ln, Elgin,
Illinois, 60124 is not located in a flood plain, as evidence please find enclosed a map from the Federal

Emergency Management Agency ("FEMA”).

| hereby certify this is true and is based upon my personal knowledge under penalty of perjury and in
accordance with 735 ILCS 5/1-109.

Sincerely,
Anthdny Brown

Chief Executive Officer
Ortholllinois

CLINIC LOCATIONS

ALGONQUIN
650 S Randall Re
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Attachment 39
FEMA- National Flood Hazard Layer FIRMette
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